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WEDNESDAY,  JUNE  23,  1993 

U.S.  Senate 
Committee  on  Veterans'  Affairs 

Washington,  D.C. 

The  Committee  met,  pursuant  to  notice,  at  10  a.m.  in  room 
SR-418,  Russell  Senate  Office  Building,  Hon.  John  D.  Rockefeller  IV 
(Chairman  of  the  Committee)  presiding. 

Present:  Senators  Rockefeller  and  Murkowski. 

Also  present  (staff):  Jim  Gottlieb,  chief  counsel/staff  director,  and 
John  Moseman,  minority  staff  director/chief  counsel. 

Senator  MURKOWSKI.  Good  morning.  Chairman  Rockefeller  is 
delayed  at  another  Committee  meeting,  but  he  is  going  to  be  here  just 
as  soon  as  he  possibly  can.  He  requested  that  I  go  ahead  and  open  up 
the  meeting.  We  have  a  rather  lengthy  and  ambitious  agenda 
today — seven  health  care  bills  to  be  considered.  These  seven  bills 
cover  a  broad  range  of  activities  and  we're  going  to  give  them  our 
close  attention. 

I  want  to  welcome  the  fellow  Senator  from  Maryland,  Senator 
Barbara  Mikulski,  another  Irish  person  like  myself  with  an  "S-K-I." 
She  is  going  to  testify  in  support  of  a  measure  dealing  with  health 
professional  education  loan  repayment.  We  look  forward  to  your 
statement  this  morning.  We  are  going  to  be  blessed  with  Senator 
Kent  Conrad  of  North  Dakota  who  is  testifying  in  support  of  his 
proposal  to  expand  rural  VA  clinics.  I  think  it  is  appropriate  that  we 
thank  Senator  Mikulski  particularly  in  her  capacity  as  chairperson 
of  the  VA-HUD  Appropriations  Subcommittee.  She  has  expressed  to 
both  the  Chairman  and  myself  restoring  the  proposed  $26  million 
which  was  a  reduction  in  the  VA's  research  funding  in  fiscal  year 
1994. 

In  terms  of  these  bills  before  us,  many  of  these  same  proposals 
were  supported  last  year  and  passed  the  Senate,  but,  unfortunately, 
did  not  survive  the  conference  with  the  House.  We  are  concerned  by 
the  reality  that  this  kind  of  steadfast  support  avoids:  We  feel  that  VA 
expansions  mean  higher  financial  commitments  to  the  Department  of 
Veterans  Affairs  and  its  many  programs  in  veterans'  health  care  at 
a  time  when  we  do  face  serious  budget  cuts.  For  that  reason,  we  are 
concerned  about  the  bills  before  us  as  they  relate  to  national  health 
care  reform  and  everything  is  kind  of  coming  together  at  one  time.  As 
we  know.  Congress  will  be  dealing  with  the  President's  proposal  to 
reform  the  national  health  care  system,  yet  we  do  not  know  the 


implications  for  VA  health  care  programs  from  such  larger  national 
reforms.  As  a  consequence,  caution  is  advised. 

We  would  ask  that  each  of  our  witnesses  this  morning  keep  in 
mind  the  basic  question  as  you  testify  before  this  body,  that  we  do 
have  unprecedented  reforms  on  the  horizon,  but  we  also  have  realistic 
costs  to  contend  with.  I  look  forward  to  hearing  today's  witnesses,  and 
I  will  be  very  interested  in  questioning  as  time  permits. 

[The  prepared  statement  of  Senator  Murkowski  appears  on  page 
26.1 

Senator  MURKOWSKI.  Senator  Mikulski,  we  thank  you  for  being 
with  us  this  morning  and  look  forward  to  your  proceeding  as  you 
wish,  followed  by  Senator  Conrad. 

STATEMENT  OF  HON.  BARBARA  A.  MIKULSKI,  A  U.S.  SENA- 
TOR FROM  THE  STATE  OF  MARYLAND 

Senator  MiKULSKI.  Thank  you  very  much.  Senator  Murkowski.  We 
know  that  all  of  the  Senate  is  pressed  right  now  and  that  Senator 
Rockefeller  is  involved  in  very  serious  discussion  and  negotiation  on 
the  reconciliation  bill. 

I  am  here  as  the  Subcommittee  Chair  on  VA  Appropriations  with 
an  idea  that  I  would  like  to  recommend  to  deal  with  workforce 
shortage  issues  within  the  VA  medical  system,  and  at  the  same  time, 
for  getting  more  for  our  money.  As  I  oversaw  the  VA  appropriations 
hearings,  one  of  the  things  that  emerged  is  that  we  dealt  with  the 
workforce  shortage  concerns  around  physicians  and  we  dealt  with 
that  around  physicians'  pay  and  many  other  tools.  But  then  what 
began  to  emerge  is  that  in  key  support  service — in  nurses,  medical 
technicians,  radiology  technicians,  and  in  a  whole  host  of  other 
personnel — we  were  facing  a  workforce  shortage  issue. 

In  looking  at  the  current  VA  scholarship  program,  we  saw  also  that 
when  young  people  decided  to  go  into  nursing,  we  offered  them  a 
scholarship  to  the  tune  of  $1,200  a  year  and  then  for  a  service 
commitment  to  VA.  Along  the  way,  however,  we  find  that  people 
either  have  academic  problems,  their  life  choices  change,  or  they 
might  not  even  pass  national  board  certification. 

So  what  I  am  proposing  is  an  experimental  model  based  on  a 
service  model,  rather  than  a  scholarship  model,  that  I  think  would 
address  these  concerns.  My  legislation  would  allow  the  VA  to  provide 
health  professionals  with  a  $4,000  a  year  voucher  to  reduce  their 
student  debt  as  an  incentive  to  come  to  work  in  VA.  VA  employees 
would  be  required  to  serve  1  year  before  they  would  get  that  voucher. 
Just  like  the  GI  Bill,  no  benefit  would  be  conferred  until  someone  has 
served.  Program  participants  would  receive  a  voucher  up  to  $4,000  for 
a  total  of  $12,000.  However,  if  their  student  debt  were  only  $4,000, 
the  benefit  would  only  occur  for  1  year. 

The  VA  would  target  this  benefit  in  skill  areas  that  are  in  the 
shortest  supply — registered  nurses,  medical  technicians,  physical  and 
occupational  therapists,  and  therapeutic  radiology  technicians.  The 
VA  can  tell  you  that.  They  would  be  required  to  provide  these 
incentives  particularly  in  those  areas  of  the  country  where  recruit- 
ment is  the  most  difficult.  Unlike  the  existing  VA  health  scholarship 
program,  this  would  permit  individuals  who  also  have  degrees  from 


2-year  community  colleges  who  have  skills  that  VA  needs  to  receive 
this  debt  repayment  voucher. 

This  program  is  not  designed  to  replace  VA's  existing  scholarship 
program.  So  why  support  it?  Well,  let's  give  it  a  go  and  see  how  it 
works  and  evaluate  it.  The  model  I  am  proposing  would  provide 
assistance  to  three  times  as  many  people  as  the  current  scholarship 
program  for  the  same  appropriations  level.  The  existing  scholarship 
program  with  a  $10  million  appropriation  assists  833  persons,  with 
no  guarantee  that  they  will  be  able  to  show  up  for  work  fit  for  duty. 
The  legislation  I  am  proposing  would  provide  benefits  to  about  2,500 
people  for  the  same  amount  of  money.  In  these  lean  fiscal  times, 
stretching  the  value  of  a  dollar  in  an  agency  as  important  as  VA  is 
important. 

Also  what  this  means  is  it  lowers  the  risk  in  recruiting  an 
individual.  A  service  model  in  contrast  to  a  scholarship  model  draws 
from  a  pool  of  professionals  who  have  proven  they  are  fit  for  duty.  In 
other  words,  they  will  have  completed  their  academic  requirements 
and  internships,  they  will  have  passed  their  national  board  certifica- 
tion, and  then  they  would  present  themselves  to  the  VA,  often  with 
a  great  desire  to  serve  and  a  great  desire  to  pay  off  their  student 
debt.  In  this  way,  we  will  not  have  incurred  the  risk  incurred  with 
people  who  drop  out;  with  the  vouchers  there  is  less  of  a  chance,  then, 
of  having  to  deal  with  people  changing  their  mind,  dropping  out  of  the 
program,  or  not  passing  the  national  certification  boards,  because  we 
want  anybody  working  for  VA  to  be  as  fit  for  duty  as  the  veterans 
they  serve. 

Also  this  goes  to  the  2-year  community  college  model.  Many 
programs  that  we  need  now,  RNs,  medical  lab  technicians,  there  are 
many  excellent  programs  for  high  quality  RN  degrees  that  meet  the 
community  college  model.  Yet  for  someone  like  a  single  mother  or  a 
young  woman  from  a  rural  area,  the  daunting  fees  of  even  community 
colleges  are  as  overwhelming  as  coming  to  Johns  Hopkins  or  the 
University  of  Maryland. 

So  we  think  this  offers  a  new  approach,  a  fresh  approach,  acknowl- 
edging the  value  of  the  past  scholarship  program  but,  based  on 
lessons  learned,  this  might  provide  us  with  a  cornucopia  of  opportu- 
nity. I  would  suggest  that  if  the  Senate  passes  the  recommendations 
I  have  that  we  have  a  rigorous  evaluation.  We  want  to  know  what 
works  best  to  provide  veterans'  facilities  with  the  staff  that  they  need. 
The  only  outcome  I'm  wedded  to  is  getting  a  dollar's  worth  of  services 
for  a  dollar's  worth  of  taxes.  We  look  forward  to  working  with  you  on 
that. 

[The  prepared  statement  of  Senator  Mikulski  appears  on  page  32.] 

Senator  MURKOWSKI.  Thank  you.  Senator  Mikulski.  Just  a  couple 
of  questions.  My  understanding  is  that  the  VA  basically  supports  the 
concept  of  your  legislation  but  suggests  that  it  be  limited  to  needed 
specialists,  which  would  suggest  that  it  be  less  broad  than  you  have 
proposed.  I  am  curious  to  know  what  your  attitude  is  towards 
limiting  it  to  those  particular  fields  where  there  are  shortages. 

Senator  MiKULSKI.  Is  that  also  going  to  be  applicable  to  the 
scholarship  program? 


Senator  MURKOWSKI.  No,  not  necessarily.  The  scholarship  program, 
which  was  my  second  question  relative  to  it,  maybe  we  can  discuss  it, 
that  is  a  one-to-one  program.  It  attempts  to  identify  the  areas  of 
shortage  by  encouraging  people  to  go  into  those  particular  fields 
because  there  is  more  opportunity  there.  But  yours  is  broader,  it 
suggests  that  they  can  go  into  virtually  any  area  of  medical  service 
that  they  wish.  When  we  go  back  to  the  VA  and  have  their  testi- 
mony— 

Senator  MiKULSKI.  Well,  I  would  look  forward  to  a  conversation  on 
this. 

Senator  MURKOWSKI.  Okay.  That's  fair  enough. 

Senator  MiKULSKJ.  Let  me  just  say,  as  the  Ranking  Minority 
Member  might  be  aware,  I  serve  on  the  Education  and  Labor 
Committee  and  am  looking  at  what  students  are  deciding  now  as  they 
go  on  to  school.  Senator,  as  you  know,  whether  it  is  Alaska  or 
Maryland,  kids  are  worried  about  having  a  job  out  of  college.  They 
are  now  choosing  fields  where  they  know  there  are  shortages  because 
they  know  there  are  jobs.  But  what  they  are  scared  to  death  of  is  that 
darn  student  loan.  So  I  believe  the  scholarship  model  offers  an 
opportunity.  Before,  we  had  to  woo  them  to  come  into  those  fields. 

But  I  will  tell  you  what,  if  this  is  what  it  takes  to  pass  the  bill  and 
try  the  new  experimental  model  in  the  shortage  areas,  because  the 
primary  tool  would  also  be  recruitment,  I  would  be  willing  to  be  very 
flexible  on  this. 

Senator  MURKOWSKI.  Now,  as  you  see  the  need  for  your  bill  vis-a- 
vis the  VA  scholarship  program,  which  clearly  offers  an  opportunity 
to  come  into  a  program  and  basically  have  your  educational  commit- 
ment taken  care  of  as  a  consequence  of  the  scholarship,  your  program 
would  be  a  forgiveness  of  $12,000,  $4,000  a  year- 
Senator  MiKULSKI.  Or  less. 

Senator  MURKOWSKI.  Or  less,  depending  on — 

Senator  MiKULSKI.  In  other  words,  if  the  student  debt  is  less. 
That's  right. 

Senator  MURKOWSKI.  So  there  is  parallel  here.  I  am  trying  to  get 
at  the  difference.  Where  would  the  person  that,  say,  wanted  to  go  into 
a  specialized  type  of  nursing,  would  they  prefer  the  scholarship  or 
would  they  prefer  the  loan  forgiveness?  Maybe  we  ought  to  ask  some 
of  the  younger  people. 

Senator  MiKULSKI.  Yes,  we  should.  But  you  see,  I  think  both 
parents  and  students  would  say  I  want  the  money  now.  But  I  have  to 
look  out  for  the  interest  of  the  VA  and  what  also  is  very  clear,  and 
what  we  know  is  that — the  Senator  is  a  dad  and  I've  met  your  fine 
family — kids  change  their  mind.  You  might  start  out  in  nursing  and 
think  it  is  the  greatest  thing  that  you  ever  wanted  to  go  into,  but 
then  decide  once  you  start  your  math  and  science  you  might  want  to 
become  a  physics  major,  and,  bang,  we  have  already  invested. 

What  my  proposal  does  is  say  now  that  you  have  chosen  your  field, 
you  have  completed  your  education  and  you  have  passed  your 
national  certification,  as  a  way  to  recruit  you  in  either  a  high 
shortage  field  or  a  high  shortage  geographic  area,  this  is  a  tool  of 
recruitment  and  we  will  be  able  to  help  you  to  reduce  your  debt. 


Senator  MURKOWSKI.  That's  a  good  point.  I  want  to  compliment 
you.  I  think  you  have  certainly  had  a  well-thought  out  presentation 
relative  to  the  justification  and  need.  Another  area,  of  course,  is  to 
encourage  physicians  in  rural  areas  where  they  are  needed  and  this 
type  of  program,  even  though  the  VA  does  not  necessarily  serve  the 
rural  area,  it — 

Senator  MiKULSKI.  That's  right.  I  think  this  offers  an  opportunity, 
Senator.  We  do  not  want  to  cancel  the  scholarship  program  or  change 
the  rules  of  the  game  for  existing  things.  I  see  this  as  an  experiment 
and  I  would  welcome,  as  I  said,  rigorous  evaluation,  commentary  from 
both  VA  as  well  as  the  financial  officers  of  schools  providing  health 
personnel  in  these  shortage  areas  to  see  what  is  the  best  approach. 
If  we  could  give  it  a  go  for  a  couple  of  years,  I  don't  think  we  would 
lose  one  way  or  the  other. 

Senator  MURKOWSKI.  I  would  agree,  and  we  will  certainly  share 
with  you  the  input  that  we  have  from  other  witnesses. 

Senator  MiKULSKI.  Absolutely. 

Senator  MURKOWSKI.  We  are  going  to  ask  VA  to  examine  side-by- 
side  your  proposal  on  the  forgiveness  vis-a-vis  the  VA  scholarship 
program,  and  try  and  identify  some  of  the  areas  that  may  be 
overlapping  or  redundant  or  show  clearly  a  favoritism  for  one  over 
the  other.  But  they  are  compatible,  and,  as  you  indicated,  you  never 
know  about  changing  careers,  and  that's  very  real. 

Senator  MiKULSKI.  Absolutely.  I  think  we  ought  to  go  into  lessons 
learned  from  the  Department  of  Education  as  people  are  making 
choices,  what  we've  learned  from  the  collection  of  student  loans,  and 
in  other  areas  so  that  we  don't  have  to  reinvent  the  wheel  or  hit  the 
same  potholes  as  other  student  debt  programs  have  encountered. 

Senator  MURKOWSKI.  I  thank  you  very  much  for  your  testimony. 
We  are  most  appreciative  of  your  introduction  of  the  legislation. 

Senator  MiKULSKI.  Thank  you,  and  I  am  looking  forward  to 
working  with  you.  I  think  it  is  the  spirit  of  the  Committee,  authoriza- 
tions and  appropriations,  the  fact  that  the  Ranking  Minority  Member 
is  chairing  the  Committee.  I  think  that  this  is  the  right  attitude  to 
get  the  right  things  done.  Senator,  we  look  forward  to  working  with 
you. 

Senator  MURKOWSKI.  Thank  you.  The  Chairman  and  I  have  a  good 
working  relationship,  and  we  look  forward  to  working  together  on 
behalf  of  America's  veterans  and  we  appreciate  your  input.  Thank  you 
very  much,  Senator  Mikulski. 

Senator  MURKOWSKI.  We  are  going  to  move  into  the  first  panel  at 
this  time.  We  will  accommodate  Senator  Conrad,  who  is  at  the 
markup  with  the  Chairman,  when  he  arrives. 

Our  first  panel  consists  of  representatives  of  veterans  service 
organizations  who  will  present  their  views  on  the  bills  that  we're 
considering  today.  With  us  today  are  Mr.  Frank  Buxton  of  The 
American  Legion,  June  Willenz  of  the  American  Veterans  Committee, 
Mike  Brinck  of  the  AMVETS,  Dave  Gorman  of  the  Disabled  American 
Veterans,  Terry  Grandison  of  the  Paralyzed  Veterans  of  America,  Jim 
Magili  of  the  Veterans  of  Foreign  Wars,  and  Paul  Egan  of  the 
Vietnam  Veterans  of  America. 


I  assume  we  have  a  large  enough  table  so  that  we  can  accommo- 
date you  all.  I  am  pleased  that  you  could  be  with  us  today.  I  believe 
that  all  of  you  have  testified  before  the  Committee  previously  this 
year,  although  I  think  this  is  June's  first  appearance.  We  welcome 
you  to  the  Committee.  I  deeply  appreciate  and  want  to  acknowledge 
your  persistent  efforts  over  the  years  on  behalf  of  women  veterans. 
We  want  to  spend  as  much  time  as  possible  in  conversation  with  you, 
so  we  would  like  you  to  limit  your  remarks  to  5  minutes.  We  have  two 
able  counsels  here  that  will  flip  the  clock  and  so  we're  going  to  call  on 
you  when  the  5  minutes  are  up.  Whether  you  believe  it  or  not,  try  us 
on  for  size. 

It  may  not  be  easy  to  discuss  seven  bills  in  that  short  amount  of 
time,  but  I  am  inclined  to  think  that  you  can  do  it  because  you  are 
familiar  with  these  bills,  you  know  the  pitfalls  and  the  attractive 
aspects  of  them.  So  I  think  you  can  meet  the  challenge,  and  recognize 
that  the  staffs  wouldn't  have  anything  to  do  if  they  didn't  have  the 
opportunity  to  review  your  written  statements  in  their  entirety.  They 
will  appear  in  the  hearing  record  as  proposed. 

So,  with  that  profound  statement,  let  me  identify  the  first  witness 
on  the  list  according  to  the  agenda,  unless  you  want  to  change  it, 
which  would  be  Michael  Brinck,  legislative  director  of  the  AMVETS. 
Since  we  have  a  variety  of  bills,  please  identify  up  front  what  you  are 
going  to  address,  so  we  have  a  correlation  between  the  bill  and  what 
you  are  going  to  speak  to. 

Michael. 

STATEMENT  OF  MICHAEL  BRINCK,  NATIONAL  LEGISLA- 
TIVE DIRECTOR,  AMVETS 

Mr.  Brinck.  Good  morning,  Mr.  Chairman.  Thanks  for  inviting 
AMVETS  to  testify  on  what  we  consider  several  very  beneficial  bills. 
Prior  to  addressing  the  specific  legislation,  I  would  first  like  to  put  in 
a  pitch  for  possibly  some  upcoming  testimony  on  the  Veterans 
Resource  Centers  or  the  Super  Vet  Centers.  We  would  like  to  urge 
the  Committee  to  give  careful  consideration  to  Senator  Akaka's 
proposed  bill. 

First,  I  would  like  to  discuss  S.  452,  a  bill  that  would  establish  a 
rural  health  care  program  of  clinics  including  contract  services  and 
mobile  clinics. 

AMVETS  strongly  supports  the  concept  of  increasing  health  care 
services  to  rural  veterans  as  provided  in  this  legislation.  We  caution 
that  there  may  be  difficulty  in  implementing  the  legislation  because 
of  the  often  criticized  eligibility  rules  for  outpatient  care.  We  feel 
strongly  that  some  liberalization  of  the  eligibility  rules  should  be 
allowed,  not  only  to  test  the  efficiency  and  value  of  the  rural  pilot 
program,  but  also  to  test  the  impact  of  broadened  eligibility  on 
utilization  rates.  We  suggest  that  all  category  A  veterans  be  eligible 
for  these  services. 

Next,  we  suggest  that  one  mobile  clinic  per  State  is  artificially 
restrictive  and  may  prevent  the  efficient  use  of  the  mobile  clinics, 
especially  in  the  larger  rural  States.  It  may  be  more  efficient  for  a 
mobile  clinic  to  service  several  adjacent  areas  in  different  States,  thus 
offering  the  possibility  that  a  State  could  be  served  by  more  than  one 


mobile  clinic.  We  suggest  a  more  effective  use  would  be  to  prohibit 
overlapping  catchment  areas  of  operation. 

The  bill  directs  VA  to  report  to  Congress  on  the  pilot  program  in 
1997.  We  suggest  that  it  would  be  appropriate  for  VA  to  report  to 
Congress,  within  a  reasonable  period  prior  to  program  startup,  on  its 
implementation  plan  for  the  pilot  program.  This  is  prudent  program 
management  and  would  prevent  a  poorly  designed  implementation 
plan  from  skewing  the  results  of  the  program. 

We  also  suggest  that  the  initial  report  contain  a  model  by  which 
VA  will  judge  the  effectiveness  of  the  pilot  program,  in  terms  of  cost 
and  other  medically  appropriate  measures  of  effectiveness.  The  final 
report  should  be  based  on  that  model  and  include  a  comparison  of 
contract  clinics,  if  any,  with  VMAC  remote  clinics  of  similar  size  and 
scope  of  treatment.  The  initial  report  should  also  contain  an  analysis 
of  how  the  pilot  program  would  interface  with  regional  "centers  of 
excellence." 

As  we  testified  before  the  House  Committee,  AMVETS  strongly 
supports  the  concept  of  adult  day  care  as  a  means  to  increase  the 
quality  of  life  not  only  of  veterans,  but  also  of  their  caregivers  at 
home.  We  feel  strongly  that  States  should  be  compensated  for 
providing  these  services  and  we  urge  passage  of  the  bill. 

AMVETS  supports  sexual  trauma  counseling  as  recognition  that 
the  services  have  problems  in  this  area  just  like  the  rest  of  society. 
We  applaud  the  amendments  that  will  make  the  basic  legislation 
gender  neutral.  We  caution  that  provisions  requiring  VA  to  be  aware 
of  and  refer  victims  of  sexual  trauma  to  local  resources  may  not  be 
practical  or  achievable  at  the  level  of  detail  envisioned  in  the 
legislation.  Assuming  that  counselors  are  located  in  regional  VA 
facilities,  it  is  unlikely  that  they  will  be  aware  of  resources  existing 
throughout  the  regional  office's  area  of  responsibility. 

We  support  the  draft  bill  to  extend  eligibility  for  treatment  for 
veterans  exposed  to  dioxin  and  ionizing  radiation.  Testing  of  chemi- 
cals on  poorly  or  misinformed  servicemembers  and  exposure  to  atomic 
radiation  during  early  bomb  tests  are  despicable  examples  of  the 
Government's  abuse  of  our  servicemembers'  trust  in  the  chain  of 
command.  The  coverups  of  the  Government's  responsibilities  for  the 
long-term  damage  done  to  these  veterans  are  shameful  and  are 
examples  of  government  at  its  worst. 

Hospice  care  is  not  new  to  the  VA.  This  Committee  has  heard 
testimony  earlier  this  session  about  successes  of  a  program  based  in 
Massachusetts.  In  many  ways,  the  recent  testimony  before  this 
Committee  of  Dr.  Mahoney  embodied  the  full  spirit  of  the  hospice. 
She  managed  to  portray  the  great  strength  and  nurturing  forces  at 
work  under  the  grimmest  of  circumstances.  The  mission  of  hospice 
and  the  people  who  provide  care  are  tributes  to  the  human  spirit. 
AMVETS'  only  comment  regarding  the  contents  of  the  bill  is  to 
question  the  need  for  a  pilot  program.  There  should  be  sufficient 
experience  within  VA  as  well  as  cost  models  to  judge  which  method, 
or  methods,  of  delivery  are  most  cost  effective.  We  suggest  it  is  time 
to  move  forward  with  a  permanent  program. 

Mr.  Chairman,  AMVETS  is  gratified  that  you  are  considering 
legislation  to  assist  health  professionals  with  an  education  loan 
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repayment  program  in  return  for  VA  service.  As  designed,  the 
program  will  encourage  current  VA  employees  to  upgrade  their  skills, 
benefiting  VA,  its  employees,  and,  most  importantly,  its  patients.  We 
support  the  bill  but  would  like  to  see  a  scholarship  program  similar 
to  the  one  that  expired  in  1992  that  offered  assistance  to  those 
currently  undergoing  their  initial  medical  training. 

Mr.  Chairman,  you  and  the  members  of  the  Committee,  as  well  as 
the  staff,  have  brought  together  some  worthy  legislation  that  will  help 
veterans,  and  AMVETS  commends  you  for  the  effort.  That  completes 
our  statement. 

[The  prepared  statement  of  Mr.  Brinck  appears  on  page  33.1 

Senator  MURKOWSKI.  Notice  he  finished  in  5  minutes. 

Chairman  ROCKEFELLER.  Yes,  he  did.  I  shudder  to  think  what 
Senator  Murkowski  said.  I  want  to  get  it  verbatim.  [Laughter.] 

Senator  MURKOWSKI.  I  told  them  we  were  going  to  pull  the  plug 
after  5  minutes  and  that  was  it. 

Thank  you  very  much,  Mr.  Brinck. 

Chairman  ROCKEFELLER.  I  want,  first,  to  thank  Frank  Murkowski, 
which  I  do  on  many  occasions  for  many  reasons,  and  second,  to 
apologize  to  everybody.  Senator  Conrad  and  I  were  at  a  Finance 
Committee  hearing  where  we  were  marking  up  a  GATT  trade 
extension  bill,  and  doing  it  in  a  bipartisan  fashion,  I  might  say,  which 
I  always  like  to  do. 

Senator  Conrad  is  here  and  has  other  things  to  do.  I  would  hope 
that  the  panel  will  be  forgiving  if  we  allow  the  Senator,  who  has 
introduced  two  of  the  bills  we  are  considering,  to  give  his  testimony. 

Senator  Conrad,  we  welcome  you,  sir. 

STATEMENT  OF  HON.  KENT  CONRAD,  A  U.S.  SENATOR 
FROM  THE  STATE  OF  NORTH  DAKOTA 

Senator  CONRAD.  Thank  you  very  much,  Mr.  Chairman.  I  appreci- 
ate very  much  having  this  opportunity.  I  also  want  to  greet  the 
Ranking  Member,  Senator  Murkowski.  I  want  to  thank  you  very 
much  for  having  this  hearing  and  providing  me  this  opportunity  to 
testify  on  several  measures  that  I  introduced  early  in  this  103rd 
Congress — S.  452,  the  veterans  rural  health  care  clinic  act,  and  the 
State  Veterans  Home  act,  S.  852. 

I  want  to  first  of  all  congratulate  you,  Mr.  Chairman,  as  the  new 
Chairman  of  this  important  Committee.  I  wish  you  well  in  your 
endeavors.  It  is  going  to  be  a  challenge  as  anything  that  involves 
money  is  going  to  be  a  challenge,  as  we  look  to  the  years  ahead.  And 
I  can't  think  of  anybody  with  a  better  background  or  history  to  deal 
with  a  money  challenge  than  Senator  Rockefeller.  [Laughter.]  He  just 
told  me  if  there  were  any  shortfalls,  I  just  want  you  to  know  that  he 
personally  will  cover  them.  [Laughter.]  Maybe  I  misunderstood. 

I  do  seriously  want  to  congratulate  you,  Mr.  Chairman.  I  can't 
think  of  anybody  that  I  would  rather  have  cope  with  the  challenges 
in  the  years  ahead  that  affect  the  work  of  this  Committee,  along  with 
the  Ranking  Member,  whom  I  served  with  on  the  Energy  Committee 
and  whom  I  have  deep  respect  for.  We  were  able  to  be  allies  on  many 
occasions.  We  are  quite  like-minded  in  issues  that  came  before  the 
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Energy  Committee.  It  is  really  a  pleasure  for  me  to  be  able  to  appear 
before  you. 

I  also  want  to  stress  that  the  reason  I  introduced  these  pieces  of 
legislation  is  because  access  to  quality  health  care  for  veterans  living 
in  rural  areas  is  very  important,  and  there  is  a  real  need.  For 
veterans  living  in  North  Dakota,  it  is  a  critically  important  issue.  I 
can  remember  so  well  being  stopped  by  a  veteran  who  told  me, 
"Senator,  I  have  to  go  300  miles  to  the  VA  hospital  in  Fargo  to  get 
any  attention."  He  said,  "I  am  a  rancher.  We  are  in  the  middle  of 
calving  season.  I  can't  go.  I  need  some  treatment  but  I  can't  go.  Isn't 
there  some  way  that  you  guys  can  figure  out  a  way  for  us  to  get  care 
out  here?  I  need  blood  tests  periodically  and  I  have  got  to  go  300 
miles.  It  doesn't  make  much  sense."  And  that  was  really  the  genesis 
of  the  idea  to  have  mobile  health  care  clinics. 

I  introduced  that  legislation  last  year  and  it  proceeded  very  well. 
That  was  S.  1424.  I  am  pleased  to  say,  Mr.  Chairman,  that  I  was 
honored  that  you  and  25  of  my  Senate  colleagues  cosponsored  that 
bill  in  the  last  Congress.  As  you  know,  following  a  hearing  on  that 
legislation,  the  Senate  Committee  on  Veterans'  Affairs  reported  a 
modified  version  of  the  mobile  health  care  clinic  initiative.  Specifi- 
cally, the  Committee  reported  a  provision  which  required  the 
Department  of  Veterans  Affairs  to  establish  and  evaluate  three 
options  for  furnishing  health  care  services  to  rural  veterans — mobile 
health  care  clinics,  part-time  stationary  clinics,  and  part-time 
stationary  clinics  operated  by  non-VA  entities. 

Mr.  Chairman,  as  you  know,  S.  2575  including  Title  IV  of  the 
Rural  Health  Care  Clinics  Act  was  passed  by  the  Senate  late  in  the 
second  session  of  the  102nd  Congress.  S.  452  that  I  have  introduced 
in  this  Congress,  with  23  Senate  cosponsors,  is  similar  to  title  IV  of 
that  act.  The  authorization  for  the  rural  health  care  clinic  program 
would  extend  from  fiscal  year  1994  through  fiscal  year  1996.  We  have 
requested  $18  million  for  the  rural  clinic  program  over  a  3-year 
period.  And  as  provided  under  S.  2575,  no  funds  could  be  expended 
for  the  rural  health  care  clinics  unless  so  designated  by  an  appropria- 
tions act.  I  am  especially  pleased  that  the  rural  health  care  clinic 
initiative  is  again  supported  by  the  Disabled  American  Veterans.  I 
also  am  grateful  for  the  support  that  other  veterans  organizations 
have  extended  to  this  legislation. 

Mr.  Chairman,  I  believe  we  have  an  obligation  to  reach  out  to 
veterans  with  medical  needs  who  are  living  in  rural  America,  and 
that  is  what  this  is  designed  to  do. 

Mr.  Chairman  and  Ranking  Member,  let  me  briefly  turn  to  the 
second  measure  under  consideration  by  your  Committee  today,  S.  852, 
a  measure  to  provide  for  the  payment  of  a  per  diem  for  veterans  who 
receive  adult  day  health  care  through  State  Veterans  Homes,  and  to 
authorize  assistance  to  States  for  the  construction  of  adult  day  health 
care  facilities  at  State  Veterans  Homes. 

Let  me  just  say  that  this  also  is  an  area  where  we  see  a  growing 
need,  and  that  is,  for  veterans  who  could  stay  at  home  if  there  was 
some  help  during  the  day.  We  see  this  not  only  in  our  veterans' 
population  but  I  know,  Mr.  Chairman,  you've  seen  it  in  other  areas 
as  well,  where  a  family  who  would  like  to  take  care  of,  in  this  case. 
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an  elderly  veteran,  an  ill  veteran,  are  unable  to  because  they  simply 
don't  have  the  resources  to  do  it  on  a  full-time  basis. 

If  they  had  a  place  where  the  veteran  could  be  during  the  day  or 
at  least  a  part  of  a  day,  that  would  free  them  up  to  have  a  job  and 
come  home  at  night  and  be  at  home  with  the  veteran  and  take  care 
of  him.  I  have  had  so  many  families  say  to  me  can't  you  please  find 
a  way  that  we  could  keep  our  parent  at  home.  Both  of  us  are  working, 
as  in  so  many  families  today  both  spouses  are  working,  but  if  we  had 
a  little  help,  if  we  would  have  some  place  that  our  family  member 
could  be  during  the  day  to  be  taken  care  of,  would  be  safe,  would  be 
cared  for,  we  could  take  care  of  that  person  the  rest  of  the  time.  And 
ultimately,  it  would  save  money  because  that  person  wouldn't  have 
to  be  institutionalized  full  time.  That  is  the  reason  for  this  legislation. 
I  hope  the  Committee  will  study  it  carefully. 

Again,  Mr.  Chairman  and  Senator  Murkowski,  I  very  much 
appreciate  this  opportunity  to  testify.  I  have  a  fuller  statement  that 
I  would  ask  you  make  part  of  the  record.  I  hope  you  will  look 
carefully  at  these  proposals.  I  think  they  have  merit.  I  have  certainly 
found  great  support  for  them  at  home  and  among  many  of  our 
national  veterans  organizations  as  well.  Thank  you. 

[The  prepared  statement  of  Senator  Conrad  appears  on  page  29.1 

Chairman  ROCKEFELLER.  Thank  you.  Senator  Conrad,  very  much. 
I  appreciate,  first,  your  interest  in  getting  something  done;  second, 
your  willingness  to  not  just  lay  it  out  but  fight  for  it,  because  there 
is  a  lot  of  the  first  and  not  enough  of  the  second  in  our  body,  I  think; 
and  third,  that  you  really  do  mean  it.  Fifteen  minutes  ago,  I  listened 
to  the  Senator  explain  why  he  was  unhappy  with  GATT,  with 
NAFTA,  and  with  the  Canadian  Free  Trade  Agreement,  in  terms 
which  were  so  clear  that  they  could  have  been  chiseled  in  writing  on 
the  Hart  Building.  I  just  leaned  over  to  my  colleague  and  friend. 
Senator  Murkowski,  and  pointed  out  that  what  I  most  admire  about 
you  is  your  independence  and  your  honesty  and  the  fact  that  what 
you  say  is  what  you  mean.  So,  we  are  very  proud  to  have  you  here, 
sir. 

Senator  CONRAD.  I  appreciate  that  very  much.  You  are  very  kind 
and  I  have  appreciated  very  much  the  opportunity  to  be  here  today. 
Thank  you. 

Senator  MURKOWSKI.  If  I  may,  Senator  Conrad.  I  share  with  you 
the  concern  in  rural  America  relative  to  health  care.  One  of  the 
things  the  Chairman  and  I  have  discussed  from  time  to  time  is  the 
reality  that  we're  in  a  mode  of  formulating  a  health  care  plan  based 
on  very  complex  considerations  of  many  facets  of  health  care  that  is 
already  provided,  whether  it  be  the  Department  of  Defense,  the 
Indian  Health  Service,  or  the  VA,  and  that  out  of  this  hopefully  will 
come  a  more  responsive  capability.  But  nobody  knows  exactly  how  it 
is  going  to  work  and  what  role  each  of  the  providers  will  play,  in  the 
sense  of  how  the  Government  services,  namely,  the  Indian  Health 
Service,  the  VA,  and  the  DOD,  will  coordinate  their  talents  in  this. 

I  was  particularly  moved  by  your  concern  over  the  farmer  who  I 
assume  is  nonservice-connected  and  the  availability  of  a  van,  which 
would  mandate  a  commitment  from  the  VA  of  a  physician,  a  nurse, 
and  so  forth.  You  begin  to  multiply  this  throughout  rural  America 
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and  once  you  establish  such  a  service,  you  are  pretty  well  bound  on 
the  issue  of  equity  to  provide  it  universally.  The  costs  associated  with 
that  we'll  get  from  the  VA.  My  understanding  is  that  VA  is  concerned 
about  that  cost  aspect. 

The  other  alternative  which  we  have  in  our  State  because  we're  so 
large — our  populations  centers  are  so  extended  we  don't  have  a  VA 
hospital,  we  have  one  outpatient  care,  but  our  veterans  can  go  to  the 
private  sector  and  simply  voucher  because  it  is  more  practical  and  it 
is  cheaper  for  the  VA;  and  the  veterans  like  it  because  they  get  the 
choice  of  their  physician.  It  would  be  interesting  to  see  the  application 
of  that  in  rural  America.  I  recognize  there  is  a  certain  sensitivity 
within  the  VA  and  the  service  organizations  relative  to  that  kind  of 
a  program,  but  it  may  be  an  alternative  cost-wise  for  rural  America 
to  review  as  we  consider  the  merits  of  expanding  our  health  care.  If 
you  have  any  comments  about  that,  it  would  be  another  alternative 
that  may  be  cheaper. 

Senator  CONRAD.  I  tell  you  in  visiting  with  veterans,  and  I  have  a 
disproportionately  large  veterans'  population  in  my  State  in  compari- 
son to  others,  we  have — as  you  know  and  not  unlike  your  State — very 
great  distances  to  travel.  So  there  is  a  real  need  out  there.  I  men- 
tioned the  farmer  in  Belfield,  ND,  a  rancher  who  talked  to  me  and 
really  spurred  my  interest  in  trying  to  find  a  solution.  In  pursuing  it, 
I  have  found  hundreds  of  others  who  have  contacted  us  or  contacted 
the  veterans  organizations  to  say  that  is  something  we  really  need. 
Our  VA  facility  is  in  Fargo,  ND,  in  the  extreme  southeastern  part  of 
the  State,  and  there  are  so  many  people  out  there  who  need  blood 
tests,  they  need  a  shot,  they  need  kind  of  rudimentary  health  care, 
but  they  don't  have  the  ability  to  go  300  miles  in  order  to  get  it  taken 
care  of 

If  you  look  at  the  history  of  the  mobile  clinics,  it  has  worked  very 
well.  We  have  tests  going  on  in  various  parts  of  the  country,  and  as 
both  of  you  know,  they  have  performed  extremely  well.  And  by  the 
way,  we  had  an  added  advantage  because  we  had  the  great  storm  in 
Florida  and  those  clinics  were  diverted  to  that  disaster  area  and 
performed  splendidly.  I  am  told  by  people  who  were  on  the  ground 
who  witnessed  the  assistance  that  those  clinics  provided  that  they 
were  really  the  critical  element  in  getting  health  care  into  those  areas 
that  were  devastated  by  the  storms.  And  because  they  were  self 
contained,  they  were  of  enormous  value  in  an  emergency  situation 
and  so,  in  effect,  provided  a  dual-use  capability. 

Chairman  ROCKEFELLER.  Senator  Conrad,  thank  you  very,  very 
much. 

Senator  CONRAD.  Thank  you.  I  appreciate  very  much  the  Commit- 
tee's time. 

Chairman  ROCKEFELLER.  Frank  Buxton,  may  we  resume  with  you, 
sir. 

STATEMENT  OF  FRANK  BUXTON,  DIRECTOR,  NATIONAL 

VETERANS  AFFAIRS  AND  REHABILITATION  COMMISSION, 

THE  AMERICAN  LEGION 

Mr.  Buxton.  Good  morning,  Mr.  Chairman  and  members  of  the 
Committee.  The  American  Legion  appreciates  this  opportunity  to 
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express   our  views  on   the  various  VA  health  care  issues  under 
consideration  today. 

Mr.  Chairman,  the  provision  of  health  care  to  veterans  in  rural 
areas  has  been  an  ongoing  problem.  Veterans  frequently  must  travel 
many  miles  to  receive  care  in  the  VA  or,  more  disastrously,  opt  not 
to  receive  the  needed  medical  care  at  all.  S.  452  would  provide  a 
network  of  rural  and  mobile  VA  health  care  clinics  to  be  operational 
over  a  3-year  pilot  program.  Legion  representatives  in  the  field  have 
heard  praise  for  the  existing  pilot  program  providing  primary  health 
care  via  mobile  clinics.  The  official  report  on  the  success  of  these 
clinics  is  not  yet  due  and  the  cost  effectiveness  of  the  program  must 
be  evaluated.  However,  the  health  care  needs  of  rural  veterans  are 
still  not  being  met  and  S.  452  could  provide  an  additional  opportunity 
to  expand  rural  veterans'  health  care  capability. 

Ordinarily  we  would  ask  that  the  existing  pilot  program  be 
evaluated  before  embarking  upon  another  similar  endeavor.  However, 
continued  need  appears  to  exist,  and  if  the  program  provided  in  this 
legislation  would  further  enhance  VA  rural  medical  care,  we  would 
support  it.  We  must,  though,  insert  a  word  of  caution  that  the 
proposed  VA  health  care  eligibility  reform  and  the  definition  of  the 
VA's  role  in  national  health  care  reform  could  impact  substantially  on 
VA  health  care  delivery,  and  that  each  existing  or  proposed  expansion 
must  be  carefully  and  periodically  reviewed  and  its  effectiveness 
evaluated  as  the  health  care  delivery  environment  changes. 

Mr.  Chairman,  The  American  Legion  heartily  supports  the 
elements  of  S.  852  which  would  provide  per  diem  payments  and 
construction  grants  to  State  veterans'  facilities  for  adult  day  health 
care.  Any  viable  or  less  costly  alternative  to  institutional  long-term 
care  is  to  be  applauded. 

The  American  Legion  supports  the  provisions  of  S.  1030  to  improve 
VA  programs  for  sexual  trauma  counseling  and  to  improve  certain  VA 
programs  for  women  veterans.  However,  Mr.  Chairman,  The  Legion 
has  clearly  demonstrated  past  support  for  improvement  of  women's 
health  care  programs  in  the  VA  with  the  caveat  that  we  do  not 
endorse  any  provision  that  would  create  carte  blanche  eligibility  for 
care  other  than  that  required  for  conditions  directly  related  to  sexual 
trauma  occurring  while  on  active  military  duty. 

Currently,  veterans  seeking  treatment  for  diagnosed  but  not 
adjudicated  service-related  PTSD  or  exposure  to  Agent  Orange, 
ionizing  radiation,  and  some  environmental  contaminants  are  not 
afforded  mandatory  care  unless  they  have  another  service-connected 
disability.  Mr.  Chairman,  The  American  Legion  believes  that  veterans 
who  require  hospice  care  should  have  the  benefit  of  a  program  which 
would  provide  compassionate  care  in  the  VA.  Therefore,  we  strongly 
support  the  legislation  being  considered  today  to  provide  a  pilot 
hospice  care  program  in  the  VA. 

The  American  Legion  has  a  longstanding  mandate  to  support 
continued  provision  of  care  for  veterans  exposed  to  Agent  Orange  and 
ionizing  radiation.  There  are  still-to-be-resolved  issues  concerning  the 
effects  of  these  agents  on  the  health  of  our  veterans.  Our  support  for 
the  legislation  to  extend  the  entitlement  period  for  such  illnesses  is 
unwavering. 
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Mr.  Chairman,  we  support  the  intent  of  the  proposed  Department 
of  Veterans  Affairs  Health  Professionals  Education  Debt  Reduction 
Act  as  a  means  to  recruit  and  retain  quality  health  care  professionals 
in  the  VA. 

In  closing,  Mr.  Chairman,  we  wish  to  comment  on  the  draft 
legislation  to  improve  programs  of  the  Department  of  Veterans 
Affairs  relating  to  women's  health.  As  stated  previously,  The 
American  Legion  is  a  strong  supporter  of  women's  health  programs 
in  the  VA.  However,  in  regard  to  the  draft  legislation,  we  have 
reservations  in  supporting  the  portion  relating  to  the  inclusion  of 
pregnancy-related  care  and  the  management  of  infertility. 

Male  and  female  veterans  across  the  Nation  are  being  denied  care 
because  of  the  convoluted  eligibility  rules  and  the  lack  of  funding  for 
care.  This  denial  occurs  frequently  in  service-connected  cases  as  well. 
Yet  this  legislation  would  allow  resource-intensive  management  of  a 
pregnancy  or  the  sometimes  expensive  and  time-consuming  manage- 
ment of  infertility  such  as  the  in  vitro  fertilization  program,  neither 
of  which  is  service  connected.  Medical  experts  would  agree  that 
failure  to  give  adequate  pre-  and  postnatal  care  to  a  mother  and  child 
which  would  require  perinatologists  and  intensive  care  pediatricians 
is  simply  poor  medical  practice.  This,  too,  would  require  a  wide  range 
of  technologies  and  specialty  care.  Yet,  nonservice-connected  male 
veterans  would  find  it  next  to  impossible  to  obtain  care  for  such 
problems  as  impotency,  aspermia,  or  other  male  reproductive-related 
problems  in  the  VA  if  they  were  indeed  not  service  connected. 

Mr.  Chairman,  that  concludes  our  statement. 

[The  prepared  statement  of  Mr.  Buxton  appears  on  page  35.1 

Chairman  ROCKEFELLER.  Mr.  Buxton,  I  thank  you  very  much,  sir. 

I  go  now  to  Mr.  Egan.  June,  we  are  doing  this  alphabetically.  I  am 
just  thinking  that  this  puts  you  in  a  heck  of  a  pickle,  doesn't  it. 

Ms.  WlLLENZ.  That's  fine. 

Chairman  ROCKEFELLER.  Please  proceed,  Paul. 

STATEMENT  OF  PAUL  EGAN,  EXECUTIVE  DIRECTOR, 
VIETNAM  VETERANS  OF  AMERICA 

Mr.  Egan.  Thank  you  very  much,  Mr.  Chairman. 

First  of  all  with  regard  to  S.  452,  the  rural  health  clinics  bill,  we 
are  supportive.  In  fact,  it  tracks  very  well  with  what  we  have  already 
provided  this  Committee  on  April  27,  which  is  our  prescription  for 
where  the  VA  ought  to  fit  into  a  national  health  program.  Adopting 
a  significant  role  for  the  VA  with  regard  to  providing  rural  health 
care  of  all  varieties  is  one  of  those  things  that  we  think  is  important 
for  the  VA  to  embrace.  Providing  mobile  and  stationary  clinics,  as 
outlined  in  this  bill,  is  something  that  we  certainly  support. 

With  regard  to  a  comment  made  by  Mr.  Brinck  of  AMVETS,  who 
expressed  a  concern  about  the  one-clinic-per-State  problem  that  might 
arise,  I  would  simply  say  to  the  Committee  that  there  isn't  necessar- 
ily a  problem  with  the  one  clinic  per  State,  it  would  be  the  way  in 
which  a  bureaucrat  might  interpret  what  that  meant.  I  can  easily 
imagine  what  would  happen  if  you  had  a  mobile  clinic  stationed  in 
Arizona  in  the  Four  Corners  area  of  the  Southwest  but  some  rule  or 
regulation  barred  the  operation  of  that  mobile  clinic  in  the  immediate 
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surrounding  areas  involving  crossover  into  the  three  other  adjoining 
States.  I  think  that  is  something  that  needs  to  be  tightened  up  in 
that  bill. 

S.  852,  the  adult  day  care  in  State  Homes — adult  day  care  is 
becoming  a  part  of  the  norm,  a  modality  expected  in  the  private 
sector.  Going  with  the  State  Homes  in  this  way  is  an  inexpensive  way 
to  expand  the  availability  of  this  kind  of  care,  and  we  support  that. 

The  draft  bill  on  veterans'  hospice  services — again,  this  tracks  well 
with  what  we  believe  is  important  for  the  VA  do  in  a  national  health 
system,  which  is  to  specialize  on  certain  kinds  of  populations,  and 
aging  is  one  of  those  populations  and  certainly  hospice  care  applies 
there. 

S.  1122,  the  Department  of  Veterans  Affairs  Health  Professionals 
Education  Debt  Reduction  Act — we  think  that  is  a  fine  additional 
recruitment  tool  that  could  be  made  available  to  the  VA.  We  fully 
support  that. 

S.  1094,  the  10-year  extension  of  care  for  radiation  and  Agent 
Orange-exposed  veterans  in  VA  on  a  priority  basis.  We  support  that 
as  opposed  to  what  the  VA  suggests.  We  also  urge  the  Committee  to 
give  careful  consideration  to  the  inclusion  of  Desert  Storm  veterans 
having  been  exposed  to  a  variety  of  environmental  contaminants 
during  their  service  in  the  Middle  East.  I  would  refer  you  in  that 
regard  to  legislation  introduced  on  the  House  side  by  Representative 
Lane  Evans,  and  that  bill  is  H.R.  2414. 

Turning  to  S.  1030,  sexual  trauma  counseling.  It  is  important  in 
this  legislation  that  the  exclusive  reference  to  women  is  eliminated, 
because  as  a  practical  matter  sexual  assaults  upon  males  is  some- 
thing that  is  probably  more  common  than  we  would  like  to  believe, 
particularly  aboard  ship  in  the  Navy.  We  support  that  legislation 
thoroughly. 

And  finally,  on  the  draft  bill  on  women's  health  care  that  you 
developed,  Mr.  Chairman,  we  support  the  provisions  of  that  bill.  It 
requires  the  VA  to  get  serious  about  some  things  that  it  hasn't  been 
serious  about  in  the  past.  I  would  say,  however,  that  as  long  as  the 
VA  in  any  way  is  going  to  hold  itself  out  as  a  care  provider  for  women 
veterans,  it  must  assure  the  quality  of  the  services  it  provides  and  it 
must  assure  the  diversity  of  the  services  that  it  advertises  that  it  has. 
Currently,  there  is  no  match  between  what  they  say  and  what  they 
have. 

Your  comments.  Senator  Murkowski,  about  the  benefits  in  Alaska 
of  having  the  availability  of  choice  for  your  veterans  in  the  physicians 
and  the  providers  that  they  go  to  because  of  an  absence  of  VA 
facilities — under  the  circumstances  with  women  veterans  and  under 
the  circumstances  of  a  long  history  of  resistance  to  getting  serious 
about  treating  women  veterans,  we  think  that  women  veterans, 
particularly  service-disabled,  ought  to  be  given  the  same  choice  that 
the  veterans  in  your  State  enjoy. 

Having  said  that,  I  guess  I  could  summarize  by  saying  that  for 
each  of  the  seven  bills,  we  support  all  of  them. 

Thank  you,  Mr.  Chairman. 

[The  prepared  statement  of  Mr.  Egan  appears  on  page  40.1 
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Chairman  ROCKEFELLER.  That's  very  helpful  and  very  timely,  Mr. 
Egan. 

Mr.  David  Gorman  of  the  Disabled  American  Veterans,  we  welcome 
your  testimony  now,  sir. 

STATEMENT  OF  DAVID  GORMAN,  ASSISTANT  NATIONAL 
LEGISLATIVE  DIRECTOR  FOR  MEDICAL  AFFAIRS,  DIS- 
ABLED AMERICAN  VETERANS 

Mr.  Gorman.  Thank  you,  Mr.  Chairman.  Good  morning.  I  need  to 
say  it  is  nice  to  sit  up  here  before  the  Committee  and  be  able  to  say 
that  the  DAV  is  supportive  in  concept  and  intent  of  every  piece  of 
legislation  that  is  before  the  Committee  today,  and  we're  glad  to  be 
able  to  testify  to  that. 

Specifically,  the  bill  introduced  by  Senator  Conrad,  S.  452,  proposes 
in  our  view  a  meaningful  expansion  of  VA's  authority  to  furnish 
health  care  services  to  veterans  residing  in  rural  areas.  The  DAV 
continues  to  support  the  concept  of  providing  health  care  to  veterans 
residing  in  rural  areas  via  mechanisms  as  proposed  in  this  measure. 
Clearly,  Mr.  Chairman,  rural  veterans  may  be  at  a  distinct  disadvan- 
tage in  attempting  to  obtain  VA  health  care  services  they  are  indeed 
entitled  to.  Oftentimes  veterans  go  without  the  care  they  require 
simply  because  it  is  not  able  to  be  obtained  in  a  timely  and  conve- 
nient manner. 

As  the  country  readies  itself  for  some  form  of  health  care  reform, 
VA  and  supporters  of  a  continued  VA  health  care  system  must  also 
be  poised  to  react  to  such  reform.  Obviously,  veterans  will  chose  a 
health  care  delivery  system  that  will  work  for  them.  In  order  for  VA 
to  be  a  competitive  and  attractive  provider  of  care,  it  must  make 
services  available  to  the  largest  segment  of  the  veteran  population 
possible,  while  maintaining  its  program  integrity  and  the  quality  of 
care  provided.  For  these  and  other  reasons,  Mr.  Chairman,  we  are 
supportive  of  this  measure. 

Also  introduced  by  Senator  Conrad  is  S.  852,  which  we  support, 
which  would  extend  VA  authority  to  provide  per  diem  payments  for 
adult  day  health  care  services  furnished  to  eligible  veterans  by  State 
Veterans  Homes,  and  authorizes  assistance  to  State  Veterans  Homes 
for  the  construction  of  facilities  to  provide  adult  day  health  care 
services. 

Introduced  by  yourself,  Mr.  Chairman,  S.  1030  proposes  extensions 
and  improvements  to  services  available  to  veterans  who  experience 
sexual  trauma  during  military  service  and  also  enhancements  to  VA's 
women  veterans  coordinators'  program.  On  June  2,  1992,  DAV  offered 
testimony  to  this  Committee  on  the  issue  of  the  health  care  needs  of 
women  veterans.  Our  statement  followed  the  June  1  testimony  by 
some  courageous  women  veterans  who  vividly  described  their 
experiences  during  military  service  and  also  documented  the 
difficulties  they  encountered  in  the  adjudication  process  while 
attempting  to  file  disability  claims.  Likewise  documented  at  that  time 
were  the  frustrating  encounters  at  some  VA  medical  facilities  when 
these  veterans  sought  much-needed  assistance.  That  hearing  as  well 
as  some  other  events  led  to  the  development  of  legislation  that  has 
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since  become  Public  Law  102-585,  establishing  the  VA  sexual  trauma 
counseling  program. 

It  is  our  sincere  belief,  Mr.  Chairman,  that  since  the  enactment  of 
that  legislation,  VA  has  been  striving  to  meet  the  needs  of  women 
veterans  and  has  come  into  compliance  with  some  legislative 
mandates.  This  measure  provides  a  needed  and  a  logical  expansion 
of  VA's  current  authorities  and,  therefore,  DAV  is  totally  and  strongly 
supportive  of  this  measure's  provisions.  We  believe  the  issue  of  sexual 
trauma  is  a  real  one.  Also  it  is  critical  that  when  these  veterans 
present  themselves  at  VA  medical  facilities  for  assistance,  VA  is  able 
to  adequately  provide  treatment  through  well-defined  and  established 
programs.  We  believe  this  measure  goes  a  long  way  toward  that  end. 

Mr.  Chairman,  the  DAV  has  long  advocated  the  desirability  of 
hospice  programs  as  a  humane,  respectful,  and  dignified  alternative 
to  institutional  care  that  should  be  available  to  terminally  ill  veterans 
and  their  families.  We  believe  your  proposed  legislation  to  be  a 
comprehensive,  well-reasoned,  and  thoughtful  effort  and  we  are, 
therefore,  pleased  to  offer  our  support. 

We  have  had  the  opportunity  to  review  S.  1122,  introduced  by 
Senator  Mikulski,  and  we  are  pleased  to  extend  our  support  to  this 
measure. 

As  a  final  thought,  Mr.  Chairman,  I  would  offer  the  DAV's 
gratitude  for  this  Committee's  continued  efforts  in  striving  to  improve 
the  various  methods  in  which  VA  provides  health  care  services  to 
eligible  veterans.  Today's  agenda  with  the  various  proposals  of  a 
divergent  nature  indicates  the  complexities  of  the  vast  VA  system. 
However,  we  firmly  believe  there  is  a  pressing  need  to  move  forward 
with  efforts  to  create  reform  of  the  VA  health  care  system.  Under- 
standing the  forces  at  play  in  the  broader  picture  of  reform  of  the 
country's  health  care  system,  we  are  nonetheless  convinced  that  VA 
cannot  afford  to  wait  much  longer  before  turning  to  itself  for  reform. 

The  VA's  system  has  been  and  continues  to  be  scrutinized.  This 
Committee  and  your  counterpart  in  the  House  have  held  a  number  of 
oversight  hearings.  Many  of  the  veterans  organizations  have  specific 
proposals  for  reform  and  they  are  remarkably  similar,  if  not  identical, 
in  many  respects.  VA  has  looked  to  itself  in  the  form  of  the  Mission 
Commission,  which  has  offered  cogent  recommendations  for  change. 
VA  has  studied  those  recommendations  and  it  has  offered  reform 
proposals  within  that  system  itself  We  believe  efforts  can  now  move 
forward,  Mr.  Chairman,  to  start  VA  on  the  road  to  reform.  The  data 
is  available;  interested  and  involved  parties  stand  ready  to  move 
forward.  We  are  hopeful  that  a  legislative  proposal  for  reform  can  be 
forthcoming  in  the  near  future,  and  we  honestly  believe  that  such  a 
bill  would  receive  favorable  action  during  this  session  of  Congress. 

With  that,  Mr.  Chairman,  I  will  close.  Again,  thank  you  for  the 
opportunity. 

[The  prepared  statement  of  Mr.  Gorman  appears  on  page  45.1 

Chairman  ROCKEFELLER.  Mr.  Gorman,  thank  you  very,  very  much. 
I  think  you  made  a  very  good  point,  that  when  you  put  the  bills 
together,  they  are  sweeping  and  complex.  It  is  quite  a  tangle  of  bills 
to  address  quite  a  tangle  of  problems. 
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Terry  Grandison  of  the  Paralyzed  Veterans  of  America,  we  welcome 
you,  sir. 

STATEMENT  OF  TERRY  GRANDISON,  ASSOCIATE  LEGISLA- 
TIVE DIRECTOR,  PARALYZED  VETERANS  OF  AMERICA 

Mr.  Grandison.  Good  morning.  Mr.  Chairman,  PVA  regrets  that 
we  will  be  unable  to  comment  on  the  women's  health  services  bill 
because  of  insufficient  time  to  evaluate  that  legislation. 

Mr.  Chairman,  I  will  limit  my  oral  testimony  to  the  following  bills: 
S.  452,  S.  852,  and  the  Veterans  Hospice  Services  Act  of  1993. 

PVA  fully  supports  S.  452.  PVA  supports  the  rural  health  care 
initiative,  particularly  mobile  health  care  clinics.  Mobile  clinics  may 
be  used  to  deliver  either  primary  outpatient  care  or  mental  health 
services.  Treatment  teams  may  be  composed  of  physicians,  nurses, 
social  workers,  technicians,  psychologists,  and  clerical  staff.  These 
teams  could  provide  a  wide  range  of  necessary  treatment  and 
diagnostic  services.  Most  importantly,  the  staff  of  mobile  clinics  can 
perform  routine  tasks  such  as  drawing  blood,  prescribing  drugs, 
dressing  wounds  that  do  not  require  hospitalization,  and  providing 
diagnostic  services.  This  obviates  the  need  for  the  veteran  to  travel 
extended  distances  to  the  nearest  VA  medical  center  to  obtain  acute 
care  services. 

Similarly,  PVA  supports  S.  852,  VA  per  diem  payments  and 
construction  grants  to  State  Homes.  PVA  strongly  supports  the  adult 
day  health  care  or  ADHC.  The  ADHC  is  an  innovative  program  which 
provides  medical,  rehabilitative,  social,  recreational,  and  health 
education  services  to  veterans  in  a  daytime  congregate  setting. 
Through  this  program,  veterans  are  given  the  unique  opportunity  to 
live  at  home  in  a  supportive  environment.  PVA  supports  this 
progressive  and  enlightened  approach  to  health  care  rather  than 
institutionalized  care  at  significantly  higher  costs.  Moreover,  ADHC 
can  serve  veterans  with  nondisabling  medical  problems.  For  example, 
patients  in  the  intermediate  stages  of  Alzheimer's  disease  and  those 
recovering  from  strokes  are  especially  suited  to  this  type  of  treat- 
ment. Therefore,  PVA  supports  a  per  diem  payment  for  veterans 
assisted  by  State  Veterans  Homes  in  adult  day  care  surroundings, 
and  expansion  of  the  ADHC  program  through  matching  grant 
assistance  to  States  for  the  construction  or  expansion  of  State 
extended  care  facilities  for  veterans. 

Mr.  Chairman,  PVA  supports  your  legislation,  S.  1141,  the 
Veterans  Hospice  Services  Act  of  1993.  Hospice  care  provides  support 
for  patients  in  the  final  phase  of  a  terminal  illness.  The  patient, 
family,  and  physician  must  mutually  agree  that  aggressive  treatment 
of  the  terminal  illness  will  no  longer  be  pursued.  The  VA  recently 
established  hospice  consultation  teams  at  each  of  its  medical  centers. 
The  Wilkes  Barre  VA  Medical  Center  was  selected  as  a  model  for  VA 
hospice  care  programs.  The  program  features  open  visitation  hours, 
sofa  beds  and  kitchens  for  relatives,  and  bereavement  counseling  for 
families.  PVA  strongly  suggests  that  the  hospice  pilot  program  be 
patterned  on  the  Wilkes  Barre  VA  Medical  Center  model.  PVA 
believes  this  approach  will  significantly  promote  the  well-being  of  the 
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patient  and  all  interested  parties.  For  these  reasons,  PVA  supports 
this  bill. 

In  summary,  Mr.  Chairman,  we  support  the  other  remaining  bills. 
Thank  you. 

[The  prepared  statement  of  Mr.  Grandison  appears  on  page  50.] 

Chairman  ROCKEFELLER.  Thank  you  very  much,  Mr.  Grandison. 
This  is  kind  of  a  banner  morning  for  brevity,  isn't  it?  I  think  that  is 
because  Frank  started  the  meeting.  [Laughter.]  I  don't  think  I  win 
many  medals  in  that. 

Jim  Magill  of  the  Veterans  of  Foreign  Wars,  we're  very  glad  to  see 
you,  sir,  and  welcome  your  testimony. 

STATEMENT  OF  JAMES  N.  MAGILL,  DIRECTOR,  NATIONAL 

LEGISLATIVE  SERVICE,  VETERANS  OF  FOREIGN  WARS  OF 

THE  UNITED  STATES 

Mr.  Magill.  Thank  you,  sir.  At  the  outset,  I  would  like  to 
commend  you  and  the  entire  Committee  for  your  continuing  concern 
of  the  health  care  needs  of  our  Nation's  veterans. 

The  VFW  supports  S.  452,  introduced  by  Senator  Conrad,  which 
would  establish  a  program  of  rural  health  care  clinics.  This  legisla- 
tion, as  was  stated  before,  is  identical  to  a  bill  that  was  reported  out 
by  the  Committee  last  year,  and  we  would  hope  that  such  action 
would  again  occur  in  the  103rd  Congress.  Again,  the  VFW  supports 
this  initiative  to  require  VA  to  devise  the  means  whereby  veterans 
might  enjoy  access  to  the  health  care  to  which  they  are  entitled. 

With  respect  to  S.  852,  again,  the  VFW  supports  this  piece  of 
legislation  that  would  provide  for  the  per  diem  payments  to  States  for 
veterans  who  receive  adult  day  health  care  through  State  Homes.  We 
believe  that  this  would  enable  many  veterans  to  remain  in  their 
homes  in  a  supportive  environment  among  family  and  friends.  This 
is  clearly  a  compassionate  alternative  to  nursing  home  placements. 
Again,  the  VFW  does  support  S.  852. 

S.  1030,  introduced  by  you,  Mr.  Chairman,  would  improve  the 
Department  of  Veterans  Affairs'  program  of  sexual  trauma  counseling 
for  veterans  and  improve  certain  VA  programs  for  women  veterans. 
The  VFW  again  supports  this  bill.  Sexual  assault  is  unfortunately 
something  which  does  take  place  within  the  armed  forces  as  well  as 
our  society  at  large.  This  legislation  is  intended  to  afford  members  of 
the  armed  forces  the  same  help  they  need  to  recover  from  their 
assaults  and  prosecute  their  attackers  as  in  the  civilian  sector. 

VFW  also  supports  S.  1094,  which  was  introduced  by  Senator 
Daschle,  to  extend  until  December  31,  2003,  the  period  of  entitlement 
to  VA  health  care  for  veterans  exposed  to  Agent  Orange  and 
radiation.  We  believe  this  legislation  properly  acknowledges  the  fact 
that  many  disabilities  which  result  from  exposure  to  toxins  or 
ionizing  radiation  often  do  not  manifest  until  long  after  exposure.  We 
find  it  only  appropriate  and  fair  that  the  eligibility  period  for  veterans 
who  have  suffered  such  exposure  be  extended. 

Also  under  consideration  today  is  legislation,  again  introduced  by 
you,  to  require  the  Secretary  of  Veterans  Affairs  to  conduct  a  hospice 
care  pilot  program  and  to  provide  certain  hospice  care  services  to 
terminally  ill  veterans.  VFW  has  voiced  its  support  on  behalf  of  the 
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provisions  of  hospice  care  for  terminally  ill  veterans  at  past  congres- 
sional hearings,  and  we  certainly  lend  our  support  to  your  bill  now. 

Also  under  consideration  today  is  S.  1122,  which  was  introduced  by 
the  Honorable  Barbara  Mikulski,  entitled  Department  of  Veterans 
Affairs  Health  Professionals  Education  Debt  Reduction  Act.  The  VFV/ 
supports  this  bill  as  we  view  it  as  a  viable  retention  and  recruitment 
tool. 

In  closing,  with  your  draft  legislation  regarding  programs  relating 
to  women's  health  care,  we  really  have  not  had  ample  time  to  go  over 
the  bill,  but  I  certainly  can  tell  you  from  what  we  have  seen  of  it  that 
we  do  support  the  intent  of  the  provisions  of  that  legislation. 

That  concludes  my  statement.  I  will  be  happy  to  answer  any 
questions  you  may  have. 

[The  prepared  statement  of  Mr.  Magill  appears  on  page  53.1 

Chairman  ROCKEFELLER.  Mr.  Magill,  thank  you  very  much.  Our 
problem  today  is  that  we  have  bacically,  today,  tomorrow,  and 
perhaps  Friday,  if  necessary,  to  pass  the  President's  entire  economic 
plan.  There  is  a  lot  of  controversy  about  it,  so  the  nature  of  this  day 
is  such  that  we  will  not  have  time  to  ask  questions  orally  of  either  the 
VSO's  or  the  Department  witnesses  who  will  testify.  We  will  send 
written  questions  instead  and  hope  that  you  will  understand,  because 
there  is  a  strong  feeling  that  we  have  to  be  ready  to  go  to  the  floor  at 
any  minute.  Some  of  us  have  to  get  over  there  to  defend  amendments 
or  to  defeat  amendments  and  things  of  this  sort.  Usually  we  do  ask 
oral  questions  and  frankly,  I  enjoy  that  a  lot.  We  won't  be  doing  that 
today. 

The  other  thing  I  am  thinking  about  is  that  there  is  a  very  lucky 
gentleman  who  serves  on  our  Committee.  I  am  glad  he  does  serve  on 
our  Committee  and  I  rejoice  in  his  luck.  That  gentleman  is  Senator 
Arlen  Specter.  I  am  thinking  that  he  probably  would  have  stopped  by 
this  morning,  but  he  has  been  through  something  which  is  quite 
extraordinary.  He  just  had  a  brain  tumor  removed,  and  to  have  that 
kind  of  a  tumor  removed,  to  have  surgeons  cut  through  the  skull, 
take  it  out,  and  have  him  already  walk  out  of  the  hospital  3  or  4  days 
ago  is  a  sign  of  what  can  happen  these  days  in  modern  medicine.  It 
also  makes  all  of  us  realize  how  fortunate  we  are.  I  wish  him  well  and 
I  am  very  glad  that  things  have  worked  out  so  well  for  him.  I  know 
that  you  all  share  my  hope  that  he  will  come  back  as  soon  as  possible. 

Having  said  that,  June  Willenz,  of  the  American  Veterans 
Committee,  we're  delighted  to  have  you  here  today  and  look  forward 
to  your  testimony. 

STATEMENT  OF  JUNE  WILLENZ,  EXECUTIVE  DIRECTOR, 
AMERICAN  VETERANS  COMMITTEE,  ACCOMPANIED  BY 
FRANK  WEIL,  CHAIRMAN,  VETERANS  AND  ARMED  FORCES 
COMMISSION 

Ms.  Willenz.  Thank  you  very  much,  Mr.  Chairman.  The  American 
Veterans  Committee  is  extremely  pleased  to  have  this  opportunity  to 
testify  on  this  important  legislation  before  you,  which  seeks  to 
improve  the  quality  of  care  of  health  services  to  veterans. 

First,  I  would  like  to  introduce  my  colleague,  Frank  Weil,  who  is 
the  chairman  of  the  Veterans  and  Armed  Forces  Commission  of  AVC. 
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I  might  add,  we  both  have  testified  before  this  Committee  in  previous 
Congresses. 

We  address  these  bills  in  the  present  environment,  recognizing 
that  the  eventual  health  care  reform  package  now  being  worked  on 
will  likely  change  the  entire  national  health  care  picture.  We 
enthusiastically  applaud  your  bill,  Senator  Rockefeller,  S.  1030,  which 
dramatically  improves  the  current  VA  program  of  sexual  trauma 
counseling  for  women  veterans  who  have  been  sexually  abused.  We 
also  approve  the  provision  that  would  make  the  same  care  available 
to  male  veterans  as  well. 

It  is  crucial  that  intake  staff  be  well  trained  and  sensitized  at  the 
VA  to  deal  with  victims  of  sexual  abuse  so  that  they  will  apply  to  the 
program.  Special  sensitivity  is  essential  when  there  are  cultural  and 
ethnic  differences  relevant  to  the  kinds  of  symptoms  that  a  veteran 
develops.  The  expertise  of  the  VA's  Chief  Minority  Affairs  Officer 
should  be  utilized.  Accurate  and  full  statistics  need  to  be  kept  so  that 
the  extent  of  this  problem  can  be  properly  understood. 

The  issue  of  service  connection  for  the  veteran  who  is  a  victim  of 
sexual  abuse  is  crucial,  not  only  because  of  the  eligibility  to  receive 
immediate  care  by  the  VA,  but  also  because  it  implies  a  recognition 
that  the  injury  was  not  the  victim's  fault.  Since  military  women  and 
men  are  often  discouraged  from  reporting  a  sexual  trauma  incident, 
which  suggests  that  the  incidents  we  hear  about  are  only  the  tip  of 
the  iceberg,  the  VA  should  be  less  rigid  about  gaps  in  the  military 
record.  The  veteran's  sworn  statement  plus  any  testimonies  of 
medical  personnel  or  witnesses  and  other  persons  confided  in  should 
be  considered.  Designating  the  effects  of  sexual  abuse  as  service 
connected  mandates  Government  responsibility  and  helps  in  the 
healing  process  by  removing  blame  from  the  victim.  An  incident  of 
sexual  violence  during  the  veteran's  active  service  should  be  pre- 
sumed to  be  service  connected  unless  the  contrary  is  shown.  We  agree 
that  the  same  services  should  be  made  available  to  male  veterans. 

We  are  pleased  that  S.  1030  strengthens  the  positions  of  women 
veterans  coordinators  by  giving  them  direct  access  to  the  top 
administrators  of  their  hospitals,  mandating  sufficient  resources,  and 
placing  full-time  coordinators  in  the  regional  offices.  A  good  way  to 
ensure  proper  health  care  services  for  women  veterans  locally  is  to 
give  the  coordinators  the  time  and  resources  to  oversee  the  services 
the  hospital  offers. 

It  is  shocking  to  us  that  a  1992  GAO  report  indicated  the  same 
deficiencies  of  health  care  for  women  veterans  that  were  pinpointed 
over  10  years  ago  in  another  GAO  report  still  exist  today,  and  that 
recent  testimonies  of  women  veterans  support  those  conclusions.  AVC 
urges  VA  to  commit  staff  and  resources  to  remedying  this  situation, 
including  beefing  up  the  administrative  capabilities  of  the  Advisory 
Committee  on  Women  Veterans. 

AVC  is  also  dismayed  that  the  VA  report  required  by  Public  Law 
102-85  revealed  there  was  no  centralized  database  on  medical 
services  given  to  women  veterans,  something  long  called  for  by  the 
advisory  committee  and  others.  We  urge  that  the  VA  use  all  its 
resources  and  technology  to  compile  and  organize  this  crucial  data, 
and  request  the  Congress  to  provide  necessary  oversight. 
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We  also  applaud  Senator  Rockefeller's  bill  and  support  all  of  its 
provisions  that  would  improve  programs  relating  to  women's  health. 

We  support  Senator  Daschle's  bill,  Senator  Conrad's  bill  promoting 
adult  day  health  care,  and  your  pilot  program  on  hospice  care.  We 
wonder  if  in  Senator  Mikulski's  bill,  a  provision  might  be  added  that 
would  require  additional  time  of  employment  in  VA  to  pay  off 
educational  debts. 

My  last  comments  are  addressed  to  the  objectives  of  S.  452,  which 
we  support.  We  have  a  long  history  of  favoring  the  rationalization  of 
Government  processes.  Such  sharing  can  be  helpful  in  meeting  the 
serious  shortages  of  care  in  rural  areas.  Utilizing  local  delivery 
systems,  as  suggested  by  Bruce  Barringer  of  the  National  Rural 
Health  Association,  is  another.  Joint  ventures  which  are  of  benefit 
both  to  the  veterans  and  to  the  local  community  should  not  be 
dismissed  out  of  hand,  but  should  be  reexamined. 

We  thank  the  Committee  for  this  opportunity  to  summarize,  and 
we  ask  that  our  full  statement  be  made  a  part  of  the  record.  Thank 
you. 

[The  prepared  statement  of  the  American  Veterans  Committee 
appears  on  page  55.] 

Chairman  ROCKEFELLER.  I  thank  you.  Somebody,  and  I  forget  who, 
was  talking  earlier  about  the  level  of  violence  in  our  society.  I  couldn't 
believe  it  when  I  picked  up  the  paper  this  morning  and  read  about 
some  form  of  life  sitting  up  on  a  hill  40  yards  away  spraying  bullets 
into  a  swimming  pool  with  little  kids  in  it.  It  is  absolutely  unbeliev- 
able. 

June,  you  didn't  trigger  this  comment  on  my  part,  it  was  just 
something — [Laughter.  ] 

Ms.  WiLLENZ.  Really.  It  must  have  been  very  provocative. 

Chairman  ROCKEFELLER.  I  thank  all  of  you. 

Yes,  Dave. 

Mr.  Gorman.  Mr.  Chairman,  may  I  just  make  one  comment,  and 
understanding  your  comment  about  your  time  constraints,  I  didn't 
mention  in  our  testimony  your  draft  proposal  regarding  women 
veterans.  I  want  to  get  it  on  the  record  now  that  we  are  fully  and 
totally  supportive  of  the  provisions  of  that  piece  of  legislation. 

Chairman  ROCKEFELLER.  All  right.  Then  that  may  cause  other 
people  to  comment.  Mr.  Brinck. 

Mr.  Brinck.  AMVETS  would  agree  with  that. 

Chairman  ROCKEFELLER.  Okay.  Any  other  caveats  or  anything? 

[No  response.] 

Chairman  ROCKEFELLER.  Your  testimony  is  excellent.  I  imagine  it 
will  not  entirely  mirror  the  testimony  that  we  will  hear  from  the 
second  panel.  We  are  very  grateful  to  you.  We  appreciate  your  coming 
and  wish  you  a  good  remainder  of  the  week. 

[Written  questions  from  Chairman  Rockefeller  to  AMVETS  and  the 
responses  appear  on  page  94;  questions  and  responses  from  The 
American  Legion,  on  page  96;  questions  and  responses  from  the 
Paralyzed  Veterans  of  America,  on  page  107;  and  questions  and 
responses  from  the  American  Veterans  Committee,  on  page  112.] 

Chairman  ROCKEFELLER.  Our  second  panel  is  headed  by  Dr.  James 
Holsinger,  Under  Secretary  for  Health  at  the  Department  of  Veterans 
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Affairs,  who  will  be  accompanied  by  Walter  Hall,  Deputy  Assistant 
General  Counsel;  Susan  Mather,  Assistant  Chief  Medical  Director  for 
Environmental  Medicine  and  Public  Health;  and  Thomas  Yoshikawa, 
Assistant  Chief  Medical  Director  for  Geriatrics  and  Extended  Care. 
Dr.  Holsinger,  sir,  we  welcome  you.  Will  you  all  be  giving  testi- 
mony or  just  you?  Just  you,  sir.  OK,  please  proceed. 

STATEMENT  OF  JAMES  W.  HOLSINGER,  JR.,  M.D.,  UNDER 
SECRETARY  FOR  HEALTH,  DEPARTMENT  OF  VETERANS 
AFFAIRS,  ACCOMPANIED  BY  WALTER  A.  HALL,  DEPUTY 
ASSISTANT  GENERAL  COUNSEL;  SUSAN  MATHER,  M.D., 
M.P.H.,  ASSISTANT  CHIEF  MEDICAL  DIRECTOR  FOR 
ENVIRONMENTAL  MEDICINE  AND  PUBLIC  HEALTH;  AND 
THOMAS  YOSHIKAWA,  M.D.,  ASSISTANT  CHIEF  MEDICAL 
DIRECTOR,  GERIATRICS  AND  EXTENDED  CARE 

Dr.  Holsinger.  Thank  you,  Mr.  Chairman.  It  is  a  pleasure  for  all 
of  us  to  be  here  today  to  present  the  Department's  views  on  the 
legislation  on  your  agenda  intended  to  improve  the  VA  health  care 
system.  With  me  today  are  Dr.  Thomas  Yoshikawa,  Assistant  Chief 
Medical  Director  for  Geriatrics  and  Extended  Care;  Mr.  Walter  Hall, 
Deputy  Assistant  General  Counsel;  and  Dr.  Susan  Mather,  Assistant 
Chief  Medical  Director  for  Environmental  Medicine  and  Public 
Health. 

Mr.  Chairman,  our  formal  statement  discusses  each  bill  on  today's 
agenda  in  some  detail.  As  you  have  requested,  I  will  summarize  our 
views  and  then  we  will  be  prepared  to  respond  to  your  questions. 

Mr.  Chairman,  we  fully  support  your  bill  to  improve  the  authority 
Congress  provided  VA  last  year  to  provide  counseling  to  veterans  who 
were  victims  of  sexual  trauma  during  their  service  in  the  armed 
forces.  We  are  extremely  concerned  that  those  women  discharged 
before  December  31,  1991,  not  lose  eligibility  for  counseling  at  the  end 
of  this  year  as  would  be  the  case  under  the  existing  law.  We  strongly 
support  extending  that  timeframe  and  recommend  that  you  consider 
eliminating  that  time  limitation  entirely.  We  also  support  the 
provisions  of  the  bill  which  would  eliminate  other  time  limitations 
included  in  the  current  program. 

Mr.  Chairman,  your  bill  would  also  direct  that  we  establish  a  new 
800  number  phone  system  to  provide  information  about  the  sexual 
trauma  counseling  program.  We  agree  with  the  intent  of  that 
provision;  however,  we  believe  the  best  approach  would  be  for  VA  to 
train  our  existing  operators  in  the  services  available  in  the  sexual 
trauma  counseling  program  and  allow  them  to  serve  the  function 
contemplated  by  this  bill.  We  currently  operate  an  800  telephone 
number  system. 

You  also  requested,  Mr.  Chairman,  that  we  address  a  draft  bill 
which  pertains  to  women  veterans  and  their  health  care  needs.  We 
support  provisions  of  the  draft  bill  that  would  improve  our  authority 
to  provide  outpatient  care  to  women  veterans  and  the  requirement 
that  VA  establish  quality  assurance  and  quality  control  standards  for 
mammography  services  that,  to  the  extent  practicable,  conform  to 
similar  standards  to  be  developed  by  the  Department  of  Health  and 
Human  Services. 
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We  certainly  do  not  object  to  provisions  in  the  bill  to  expand  the 
requirements  for  a  population  study  of  women  veterans  authorized 
last  year  by  Public  Law  102-585. 

Mr.  Chairman,  we  do  have  concerns  with  the  redefinition  of  the 
services  available  to  women  veterans  at  this  time.  We  are  not 
currently  prepared  to  provide  obstetrical  care  and  believe  the  decision 
should  be  deferred  until  we  know  how  the  national  health  care  reform 
will  impact  on  VA. 

We  also  ask  you  to  reconsider  two  final  provisions  in  the  bill  that 
would  add  additional  detailed  reporting  requirements  and  specify  how 
we  are  to  develop  and  implement  a  research  strategy.  Compliance 
with  the  additional  reporting  requirements,  because  they  are  so 
broad,  would  be  extremely  burdensome  and  we  believe  expensive.  The 
second  provision  would  expand  and  clarify  the  actions  the  Secretary 
must  take  to  foster  and  encourage  research  involving  women.  We 
believe  the  requirements  of  the  bill  are  too  prescriptive  and  that 
research  should  be  approved  on  the  basis  of  our  normal  merit  review 
process. 

Mr.  Chairman,  we  support  a  2-year  extension  to  authority  to 
provide  veterans  with  hospital  and  nursing  home  care  for  disabilities 
which  may  be  related  to  their  exposure  to  Agent  Orange  or  to  ionizing 
radiation.  We  support  the  concept  of  adult  day  health  care  but  do  not 
know  if  providing  it  through  the  State  Home  program  is  cost  effective. 
We  suggest  deferring  action  until  VA  can  undertake  and  complete  a 
cost-effectiveness  study,  which  I  might  add  we  believe  we  can  do  on 
a  management  basis  perhaps  prior  to  the  time  that  legislation  might 
pass  in  the  Congress. 

We  also  fully  support  a  bill  introduced  by  Senator  Mikulski  to 
authorize  a  student  loan  repayment  program.  Under  this  program, 
VA  would  recruit  new  employees  and  agree  to  pay  up  to  $12,000  of 
the  employee's  education  loan  debt  over  3  years  in  exchange  for  their 
continued  service  in  VA  facilities. 

Mr.  Chairman,  we  believe  it  is  premature  to  expand  our  program 
of  furnishing  care  in  rural  areas  through  the  use  of  mobile  health 
care  clinics,  as  S.  452  would  require.  As  you  know,  we  have  advanced 
quite  far  in  our  pilot  program,  which  is  currently  ongoing,  to  evaluate 
using  mobile  health  care  clinics  to  care  for  veterans  in  rural  areas. 
We  are  operating  six  mobile  clinics  in  six  parts  of  the  country  and 
expect  to  have  a  report  on  the  effectiveness  of  this  program  not  later 
than  1994,  with  an  interim  report  this  November.  The  clinics  are 
relatively  expensive  and  it  remains  to  be  seen  whether  the  costs  and 
benefits  of  mobile  clinics  are  justified.  We  believe  that  the  decision  to 
expand  this  program  should  be  deferred  until  the  evaluation  study 
results  are  available. 

Mr.  Chairman,  the  Department  strongly  supports  the  furnishing 
of  hospice  care  services  to  terminally  ill  veterans.  Two  years  ago  we 
testified  before  this  Committee  on  the  subject  of  hospice  care  and  we 
frankly  had  to  admit  that  although  we  supported  the  provision  of 
hospice,  we  did  not  have  adequate  programs.  In  the  ensuing  2  years, 
we  have  taken  major  steps  to  establish  programs  for  the  terminally 
ill  in  every  one  of  our  health  care  facilities.  We  believe  we  are 
operating  excellent  programs  and  request  that  you  reconsider  the 
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need  for  new  legislation  in  this  area.  In  addition,  we  believe  resources 
which  would  be  expended  for  this  program  could  best  be  used  to 
enhance  the  excellent  programs  we  now  operate. 

This  concludes  my  prepared  remarks  and  we  will  be  pleased  to 
respond  to  your  questions.  Thank  you. 

[The  prepared  statement  of  Mr.  Holsinger  appears  on  page  61.] 

Chairman  ROCKEFELLER.  Thank  you  very  much,  Dr.  Holsinger.  I 
said  to  the  first  panel  that  we  will  be  sending  written  questions  to 
them.  I  will  ask  you.  Dr.  Holsinger,  just  one  question. 

On  this  question  of  women  veterans  and  health  care  services,  you 
expressed  concern  that  my  draft  bill  would  cause  VA  to  undertake 
some  new  responsibilities.  I  don't  argue  with  that.  The  question  that 
I  would  put  to  you  is  if  VA  health  care  facilities  are  going  to  be  able 
to  compete  with  non-VA  facilities  that  offer  comprehensive  health 
care,  isn't  it  going  to  be  necessary  for  VA  to  be  able  to  offer  those 
parallel  services  in  some  full  measure  in  order  to  be  able  to  compete? 

Dr.  Holsinger.  Absolutely,  Mr.  Chairman.  Under  the  terms  of  a 
national  health  care  reform,  we  would  certainly  agree  with  what  you 
are  proposing.  We  would  believe  that  we  would  need  to  offer  a  full 
range  of  services  to  women,  including  obstetrical  services  either 
directly  in  some  of  our  facilities — perhaps  all  of  them — but  certainly 
if  not  in  all  of  them,  through  contract  programs  and  so  on.  Our 
concern  is  in  the  current  situation  without  national  health  care 
reform,  we  would  not  see  us  going  forward  with  this  kind  of  a  change 
at  this  time.  It  would  be  costly  and  we  would  have  problems  with 
that.  But  that  is  different  under  a  national  health  care  reform 
program  as  you  are  suggesting. 

Chairman  ROCKEFELLER.  Yes.  I  think  the  statement,  "Let's  wait  for 
national  health  care  reform,"  does  apply  to  certain  situations  and 
certain  groups.  But  I  am  not  sure  that  statement  applies  quite  as 
much  to  veterans'  health  care  problems,  because  I  think  that  the 
veterans  system  is  going  to  be  left  intact  and  I  don't  think  that 
somehow  there  is  going  to  be  some  kind  of  enormous  change  that 
affects  the  VA  system  in  a  way  that  renders  us  helpless  to  do 
anything  until  national  health  care  reform  has  been  enacted.  I  think 
all  we  are  doing  is  just  blowing  a  period  of  months,  and  I  don't  think 
we  need  to  do  that.  I  guess  that's  my  point.  The  effect  of  comprehen- 
sive health  care  reform  is  going  to  be  huge,  but  I  think  it  is  not  going 
to  affect  VA  negatively.  In  fact,  it  has  the  potential  to  affect  the 
veterans'  health  care  system  in  a  variety  of  positive  ways. 

Dr.  Holsinger.  I  believe  you  are  absolutely  correct,  Mr.  Chairman, 
and  I  think  that  is  exactly  the  reason  why  we  see  this  period  that 
we're  in  right  now  as  a  major  window  of  opportunity  for  the  Veterans 
Health  Administration  to  move  forward  across  the  whole  managed 
care  front — primary  care,  provision  of  teams  of  physicians  and  health 
care  providers  that  will  have  continuity  of  care  for  our  patients,  and 
essentially,  the  opportunity  to  reform  ourselves  into  the  equivalent  of 
the  Nation's  largest  managed  care  system.  We  believe  that  now  is  the 
time  to  do  that  and  not  wait  until  some  time  in  the  future  when  we 
are  fully  engaged  in  some  period  of  going  through  the  process  of 
reforming  our  entire  health  care  system.  We  have  a  window  of 
opportunity,  we  would  agree  with  you. 
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Chairman  ROCKEFELLER.  Dr.  Mather  or  Mr.  Hall  or  Dr. 
Yoshikawa,  do  you  have  any  comments  that  you  want  to  add? 

[No  response.! 

Chairman  ROCKEFELLER.  OK.  Let  me  then  thank  you,  Dr. 
Holsinger. 

Dr.  Holsinger.  Excuse  me,  could  I  interject  one  piece  of  informa- 
tion that  has  to  do  with  the  issue  of  the  extension  for  Agent  Orange 
and  ionizing  radiation? 

We  have  testified  that  we  would  certainly  like  to  see  that  extended 
for  2  years  and  only  for  2  years,  simply  because  we  have  the  first  of 
the  NAS  [National  Academy  of  Sciences]  reports  due  this  summer.  By 
the  end  of  July,  we  expect  to  have  that  report.  That  certainly  could 
occur  prior  to  any  time  that  the  legislation  would  pass  and  I  think 
that,  depending  upon  what  we  find  from  that  report,  we  may  very 
well  be  interested  in  a  10-year  extension,  as  has  been  suggested.  In 
fact,  I  personally  believe  that  you  would  be  able  to  help  us  alleviate 
a  major  problem  if  in  that  particular  legislation  you  could  also  include 
the  same  kind  of  eligibility  level  for  individuals  from  the  Persian  Gulf 
War  who  have  environmental  hazard  exposure.  It  would  fall  very 
nicely  along  with  the  rest  of  those  issues  and  would  give  us  a  major 
leg  up  in  dealing  with  a  very  difficult  problem  for  our  Persian  Gulf 
era  veterans.  And  so  as  you  look  through  that,  it  would  be  helpful  I 
believe  to  do  that. 

Chairman  ROCKEFELLER.  Your  comment  is  very,  very  helpful.  Dr. 
Holsinger,  and  I  appreciate  it. 

As  I  indicated,  I  have  a  number  of  written  questions  for  you  and 
also  for  the  previous  panel.  I  hope  that  we  will  send  those  questions 
out  today,  and,  depending  upon  what  happens  in  the  District  of 
Columbia  and  its  mail  system,  we  would  like  to  have  the  answers 
back  by  the  end  of  the  week  or  at  least  by  the  first  of  next  week. 

Dr.  Holsinger.  We  will  move  very  rapidly  to  get  those  back  to  you. 

[Written  questions  from  Chairman  Rockefeller  to  the  Department 
of  Veterans  Affairs  and  the  responses  appear  on  page  98.  Questions 
from  Senator  Murkowski  appear  on  page  113] 

Chairman  ROCKEFELLER.  Thank  you.  I  thank  all  of  you  very  much. 

[Additional  statements  submitted  for  the  record  appear  in  the 
appendix.] 

Chairman  ROCKEFELLER.  This  hearing  is  adjourned. 

[Whereupon,  at  11:27  a.m.,  the  Committee  was  adjourned,  to 
reconvene  at  the  call  of  the  Chair.] 


APPENDIX 


PREPARED  STATEMENT  OF  CHAIRMAN  JOHN  D. 
ROCKEFELLER  IV 

Good  morning.  Although  the  Committee  has  held  several  hearings  on  the 
future  of  the  VA  health  care  system  in  the  face  of  national  health  care  reform, 
this  is  the  first  time  we  will  examine  concrete  ways  to  make  the  VA  health 
care  system  better  for  veterans  right  now. 

As  the  Nation  moves  toward  a  national  plan  under  which  costs  are 
controlled  and  coverage  is  provided  to  all  Americans,  the  Department  of 
Veterans  Affairs  must  prepare  to  compete  directly  with  non-VA  providers.  I 
have  told  many  of  you  this  before,  and  I  truly  believe  it,  VA  will  do  well  under 
national  health  care  reform,  because  it  already  operates  within  a  fixed  budget 
and  provides  our  veterans  with  a  full  continuum  of  care.  Of  course  we  do  not 
know  the  precise  details  of  the  President's  plan.  Regardless  of  what  the 
President's  plan  may  entail,  there  are  shortcomings  in  the  VA  health  care 
system  that  need  to  be  addressed,  if  VA  is  to  provide  the  wide  array  of  high- 
quality  health  care  services  our  Nation's  veterans  deserve. 

Today,  we  will  look  at  a  variety  of  topics,  including  rural  health  care,  adult 
day  care,  hospice  care,  sexual  trauma  counseling,  women's  health,  care  for 
veterans  exposed  to  Agent  Orange  or  radiation,  and  educational  assistance  for 
health  professionals.  At  first  glance,  these  bills  appear  to  have  little  in  common. 
However,  my  colleagues  and  I  have  introduced  them  for  one  common  reason: 
to  improve  the  care  that  our  veterans  receive. 

Senator  Mikulski  and  Senator  Conrad  plan  to  join  us  today  to  talk  about 
their  bills.  We  will  also  hear  from  two  panels.  First,  veterans  service  organiza- 
tions will  share  their  members'  perspectives  with  the  Committee.  Next,  Under 
Secretary  for  Health,  Dr.  James  Holsinger,  Jr.,  accompanied  by  other  VA 
officials,  will  discuss  the  Department's  views  on  these  measures. 

We  have  a  lot  to  cover  in  a  short  of  amount  of  time,  so  let  us  begin. 


PREPARED  STATEMENT  OF  SENATOR  FRANK  H.  MURKOWSKI 

Today's  hearing  on  VA  health  care  legislation  is  an  important  occasion.  We 
are  considering  seven  bills  this  morning,  covering  a  rather  broad  range  of 
activities  that  are  of  interest  to  Committee  Members,  the  Department  of 
Veterans  Affairs,  veterans  organizations  and  many  others.  Most  importantly, 
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these  matters  before  us  will  be  of  great  interest,  and  potentially  of  great  service, 
to  VA's  patients — veterans  who  have  honorably  served  their  country — so  for 
all  these  reasons  I  know  that  we  will  be  giving  these  proposals  our  close 
attention. 

I  want  to  welcome  our  colleague  from  Maryland,  Senator  Barbara  Mikulski, 
to  the  Committee  this  morning.  1  especially  look  forward  to  her  testimony  in 
support  of  a  measure  dealing  with  the  issue  of  health-professional  educational 
loan  repayment.  I  also  want  to  thank  her,  in  her  capacity  as  Chair  of  the  VA- 
HUD  Appropriations  Subcommittee,  for  the  concern  she  has  expressed  to  our 
Chairman.  Jay  Rockefeller,  and  this  Senator  in  restoring  a  proposed  $26  million 
reduction  in  the  VA's  research  and  development  funding  for  FY  1994.  The 
Chairman  and  I  hope  and  trust  that  she  will  be  able  to  bring  her  considerable 
persuasion  and  influence  to  bear  on  this  problem  in  the  VA  for  the  coming 
fiscal  year. 

I  also  want  to  recognize  and  welcome  Senator  Kent  Conrad  of  North 
Dakota.  Kent  will  be  testifying  in  support  of  his  proposal  that  would  expand 
VA  rural  outpatient  services.  I  thank  him  and  look  forward  to  his  testimony  on 
a  subject — rural  health  care — that  is  of  vital  importance  in  my  state  of  Alaska, 
truly  the  Last  Frontier. 

An  important  reason  we  need  to  give  these  legislative  proposals  before  us 
today  our  careful  attention  is  a  matter  not  directly  related  to  the  proposals 
before  us,  nor  even  related  to  the  responsibilities  of  this  Committee.  And  that 
is  the  great  burden  on  the  country  of  the  Federal  deficit  and  debt.  The  President 
has  said  many  times— and  Congress  is  now  considering  his  specific  proposal — 
that  the  Federal  deficit  must  be  reduced.  1  wholeheartedly  agree  with  that  goal, 
even  as  I  disagree  with  a  number  of  the  President's  ideas  that  have  come 
before  the  Congress  in  his  so-called  "deficit  reduction"  proposal. 

It  seems  to  me  that  we  can't  have  it  both  ways — reducing  the  deficit  but  at 
the  same  time  creating  new  programs,  in  this  case  in  veterans  health  care 
services.  1  cannot  find  much  in  these  specific  proposals  with  which  to  disagree. 
Who  wants  to  oppose  extending  health  care  for  veterans  exposed  to  agent 
orange  or  radiation?  Who  wants  to  oppose  a  VA  health  care  initiative  for 
women  veterans?  How  can  we  oppose  new  VA  clinics  in  rural  areas?  Who  is 
against  expanding  the  state  home  program? 

Everyone  on  this  committee,  I  suspect,  will  support  all  or  certainly  the  great 
majority  of  these  measures,  as  we  always  have  done.  Many  of  these  same 
proposals  were  supported  last  year  and  passed  the  Senate  but  were  not 
supported  in  the  House  or  in  conference.  I  am  troubled,  however,  by  the  reality 
that  this  kind  of  steadfast  support  avoids:  These  VA  program  expansions  mean 
higher  financial  commitments  to  the  Department  of  Veterans  Affairs  and  its 
many  programs  in  veterans  health  care. 

My  long-term  support  for  veterans  programs  should  not  be  mistaken  for  a 
lack  of  concern  about  these  larger  Federal  financial  and  economic  issues — these 
carry  great  weight  with  me  and  other  members  of  the  Committee  and  of  the 
Senate.  I  am  concerned  about  the  financial  future  of  the  country,  and  I  agree 
with  the  President  that  we  must  do  something  about  this  problem.  I  also  believe 
that  some  programs — even  VA  programs — outlive  their  usefulness,  but  they 
continue  to  be  authorized  and  funded.  I  note  that  one  proposal  before  us  today 
would  extend  for  ten  years  current  authority  for  VA  to  care  for  veterans  who 
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claim  that  they  have  illnesses  or  diseases  resulting  from  exposure  to  Agent 
Orange  in  Vietnam.  Ten  years  is  a  long  time.  In  ten  years,  the  average  Vietnam 
veteran  will  be  in  his  or  her  mid-fifties,  having  served  in  Vietnam  more  than 
thirty  years  beforehand.  We  expect  a  significant  report  on  Agent  Orange  next 
month  from  the  National  Academy  of  Sciences.  1  would  hope  that  when  that 
report  is  received  that  this  bill  will  be  revisited,  particularly  in  respect  to  the 
length  of  the  authority. 

Another  reason  that  1  am  concerned  about  the  bills  before  us  deals  with  the 
larger  question  of  national  health  care  reform.  Soon  Congress  will  be  dealing 
with  the  President's  proposals  to  reform  the  nation's  health  care  system.  We 
do  not  know  the  implications  for  VA  health  care  programs  from  such  larger 
reforms,  but  surely  the  Chairman  and  1  agree  that  there  will  be  many.  In  my 
judgment,  we  should  be  exceedingly  careful,  with  these  unprecedented  reforms 
clearly  on  the  horizon,  when  we  pass  legislation  in  veterans'  health  care.  Some 
of  these  proposals  are  significant,  and  while  1  will  continue  to  support  veterans 
health  care,  I  would  be  more  confident  in  passing  additional  VA  health  care 
legislation  if  I  knew  what  was  in  store  for  VA  as  the  new  system  for  all 
Americans — including  veterans — is  being  given  its  finishing  touches.  I  want  my 
concerns  about  that  matter  made  a  matter  of  record. 

I  want  to  make  only  one  other  comment.  I  was  pleased  to  serve  as  my 
Chairman's  original  cosponsor  of  his  bill  on  hospice  care — a  bill  we  will  be 
considering  today.  Whatever  the  implications  on  VA  programs  from  national 
health  reforms,  1  believe  that  hospice  will  remain  an  important  concept,  and 
hospice  services  ought  to  be  more  available  in  VA  facilities.  I  think  that  our 
bill  will  move  VA  in  the  right  direction,  creating  a  humane  way  of  dealing  with 
death  and  dying.  Also,  in  reality,  hospice  is  sometimes  a  better  way  to  allocate 
scarce  health  care  resources.  So,  I  commend  the  Chairman  for  introducing  this 
measure,  and  I  pledge  to  work  with  him  to  get  this  bill  passed  this  year. 

I  look  forward  to  hearing  from  today's  witnesses,  and  1  will  be  very 
interested  in  your  testimonies  on  the  matters  before  the  Committee  today. 
Thank  you  very  much. 


PREPARED  STATEMENT  OF  SENATOR  STROM  THURMOND 

Mr.  Chairman:  It  is  a  pleasure  to  be  here  today  to  receive  testimony  on 
various  bills  concerning  health  care  programs  of  the  Department  of  Veterans 
Affairs.  I  welcome  our  colleague,  the  Senator  Mikulski,  who  is  testifying  today. 
I  also  welcome  Dr.  Holsinger  and  other  representatives  from  the  Department 
of  Veterans  Affairs  as  well  as  the  distinguished  panel  representing  veterans 
organizations.  This  committee  appreciates  your  dedication  to  all  veterans  and 
we  value  the  contribution  of  your  knowledge  and  expertise. 

Mr.  Chairman,  each  bill  we  are  considering  today  will  have  some  impact  on 
the  delivery  of  health  care  to  our  Nation's  veterans.  The  provision  of  quality 
health  care  to  the  veterans  of  this  country  has  always  been  a  matter  of  great 
concern  to  me.  As  we  consider  possible  outcomes  of  national  health  care 
reform,  and  the  potential  effects  on  the  demand  for  VA  health  care  services,  we 
must  give  proper  consideration  to  the  unique  needs  of  veterans. 

As  the  Nation's  largest  health  care  system,  there  is  no  question  that  the  VA 
system  will  be  impacted  by  health  care  refonn.  As  the  Committee  charged  with 
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oversight  of  the  dehvery  of  health  care  to  our  veterans,  we  must  ensure  that  the 
men  and  women  who  serve  this  country  are  provided  with  the  levels  of  care 
they  need  and  deserve,  within  the  limitations  of  the  budget. 

Mr.  Chairman,  i  do  have  some  concerns  that  some  of  the  legislation  we  are 
considering  today  may  be  impacted  by  the  larger  health  care  reform  effort. 
Until  we  are  provided  with  the  details  of  the  President's  health  care  reform 
proposal,  I  believe  we  must  move  cautiously  in  the  extension  of  existing 
authority  of  the  Department  of  Veterans  Affairs  and  in  the  establishment  of 
new  categories  of  health  services. 

Mr.  Chairman,  I  look  forward  to  reviewing  the  testimony. 


PREPARED  STATEMENT  OF  SENATOR  KENT  CONRAD 

Mr.  Chairman,  distinguished  members  of  the  Senate  Committee  on  Veterans 
Affairs,  I  want  to  express  my  appreciation  for  this  opportunity  to  testify  on 
behalf  of  several  measures  that  I  introduced  early  in  the  103rd  Congress,  the 
Veterans  Rural  Health  Care  Clinic  Act,  S.  452,  and  the  State  Veterans  Home 
Act,  S.  852. 

I  want  to  congratulate  you  as  the  new  Chairman  of  the  Senate  Committee 
on  Veterans  Affairs,  and  especially  to  express  appreciation  of  behalf  of  the 
veterans  of  North  Dakota  for  your  tireless  efforts  over  many  years  in  the  Senate 
to  protect  veterans  programs,  improve  the  quality  of  services  and  care  for  all 
veterans,  and  to  ensure  that  the  Department  of  Veterans  Affairs  health  care 
system  remains  strong — a  system  that  is  not  only  able  to  provide  quality 
medical  care,  but  one  that  is  prepared  to  respond  to  the  specialized  medical 
needs  of  veterans. 

I  also  want  to  recognize  your  work  in  the  Senate  to  improve  access  and  the 
quality  of  medical  care  available  for  the  elderly,  children,  and  veterans  living 
in  rural  and  remote  areas  of  our  country — projects  like  the  West  Virginia 
Children's  Project. 

These  efforts  are  very  important  for  North  Dakota  where  our  population  is 
dispersed  among  many  small  communities  across  the  state,  and  where  over 
50%  of  our  veterans  population  live  more  than  100  miles  from  the  nearest 
veterans  medical  center  in  Fargo,  North  Dakota. 

Mr.  Chairman,  as  you  know,  access  to  quality  health  care  for  veterans  living 
in  rural  areas  of  the  country  is  very  important.  For  veterans  living  in  North 
Dakota,  it  is  a  critically  important  issue.  As  1  noted  more  than  50%  of  the 
State's  veterans  live  in  counties  100  miles  or  more  from  the  Fargo  DVA 
Medical  Center.  More  than  15,000  of  these  veterans  live  in  counties  in  the 
western  and  northern  part  of  the  State,  locations  that  the  DVA  has  designated 
as  medically  underserved  areas. 

Because  of  my  concern  over  access  to  medical  care  for  veterans  in  rural 
areas,  1  introduced  legislation,  S.  1424,  (DVA  Mobile  Health  Care  Clinic  Act) 
during  the  102nd  Congress  to  improve  access  to  health  care  services  for  rural 
veterans  through  the  establishment  of  a  permanent  mobile  health  care  clinic 
program  in  the  Department  of  Veterans  Affairs.  Mr.  Chairman,  I  am  honored 
that  you  and  25  of  my  Senate  colleagues  cosponsored  S.  1424  in  the  102nd 
Congress. 
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As  you  know,  following  a  hearing  on  S.  1424  in  June  of  last  year,  the 
Senate  Committee  on  Veterans  Affairs  reported  a  modified  version  of  the 
mobile  health  care  clinic  initiative.  Taking  into  account  the  importance  of 
examining  various  options  for  improving  access  to  DVA  health  care  for  rural 
veterans,  the  Committee  authorized  the  expansion  of  rural  health  care  clinic 
services  for  veterans  living  in  areas  geographically  remote  from  DVA  medical 
centers. 

Specifically,  the  committee  reported  a  provision  in  S.  2575 — Title  IV^ — 
which  required  the  Department  of  Veterans  Affairs  to  establish  and  evaluate 
three  options  for  furnishing  health  care  services  to  rural  veterans:  mobile  health 
care  clinics  equipped,  operated  and  maintained  by  DVA  personnel;  part-time 
stationary  clinics  operated  by  DVA  personnel;  and  part-time  stationary  clinics 
operated  by  non-VA  entities. 

Under  Title  IV,  the  Department  of  Veterans  Affairs  was  authorized  to 
expand  the  operation  of  rural  health  care  clinics  at  a  rate  of  three  clinics 
annually,  for  a  total  of  nine  clinics  over  a  three  year  period.  The  Secretary  of 
Veterans  Affairs  was  also  authorized  to  determine  what  combination  of  mobile 
or  part-time  stationary  clinics  would  be  appropriate  to  meet  the  needs  of  rural 
veterans  as  well  as  serve  the  programs  goals. 

Eighteen  million  dollars  was  authorized  for  the  program  over  a  three  year 
period. 

Mr.  Chairman,  as  you  know,  S.  2575,  including  Title  IV,  Rural  Health  Care 
Clinics,  was  passed  by  the  Senate  late  in  the  2nd  Session  of  the  102nd 
Congress.  S.  452  that  I  have  introduced  the  103rd  Congress  with  23  Senate 
cosponsors,  is  similar  to  Title  IV  of  the  Veterans  Health  Programs  Improve- 
ment Act.  The  authorization  for  the  rural  health  care  clinic  program  would 
extend  from  fiscal  year  1994  through  fiscal  year  1996.  Eighteen  million  is 
requested  for  the  rural  clinic  program  over  a  three  year  period,  and  as  provided 
under  S.  2575,  no  funds  could  be  expended  for  the  rural  health  care  clinic 
program  unless  so  designated  by  an  appropriations  Act.  I  am  especially  pleased 
that  the  rural  health  care  clinic  initiative,  S.  452,  is  again  supported  by  the 
Disabled  American  Veterans. 

Mr.  Chairman,  I  believe  we  have  an  obligation  to  reach  out  to  veterans 
living  in  rural  America  with  medical  needs.  We  must  initiate  and  expand 
programs  that  will  significantly  improve  access  for  veterans,  especially  those 
in  medically  underserved  areas,  who  want  to  receive  medical  care  at  a 
Department  of  Veterans  Affairs  health  care  facilities. 

The  need  for  these  medical  services  is  great  as  evidenced  by  initial  reports 
from  the  six  mobile  health  care  clinics  in  operation  under  the  Department  of 
Veterans  Affairs  mobile  clinic  demonstration  program.  According  to  a  report — 
VA  Practitioner,  May,  1993 — from  the  mobile  clinic  in  operation  at  the  John 
J.  Pershing  VAMC  in  Poplar  Bluff,  Missouri,  staff  have  assisted  868  veterans 
during  a  five  month  period  between  October,  1992,  and  March,  1993.  Of  those 
veterans  assisted,  approximately  41  percent  (337)  have  never  visited  a  VA 
medical  facility. 

In  my  view,  the  initial  experiences  of  DVA  mobile  clinic  operations  are 
most  encouraging,  and  demonstrate  the  importance  of  this  health  care  outreach 
for  veterans  living  in  rural  areas  of  the  country.  I  believe  it  is  also  important 
to  note  the  exceptional  services  that  were  provided  by  3  DVA  mobile  clinics 
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placed  into  emergency  service  to  assist  the  victims  of  Hurricane  Andrew  in 
Florida  last  September.  Mobile  clinics  assisted  between  200  and  500  patients 
a  day,  and  during  the  three  week  period  of  service  in  Florida,  the  clinics  served 
nearly  5,700  patients  in  the  hurricane  area. 

Mr.  Chairman,  let  me  turn  briefly  to  the  second  measure  under  consideration 
by  your  Committee  today,  S.  852 — a  measure  to  provide  for  the  payment  of  a 
per  diem  for  veterans  who  receive  adult  day  health  care  through  State  veterans 
homes,  and  to  authorize  assistance  to  States  for  the  construction  of  adult  day 
health  care  facilities  at  State  veterans  homes. 

Under  S.  852,  the  Department  of  Veterans  Affairs  would  be  authorized, 
under  an  amendment  to  section  1741  of  Title  38,  to  establish  and  provide  a  per 
diem  payment  for  veterans  assisted  by  State  veterans  homes  in  an  adult  day 
health  care  environment.  State  veterans  homes  would  also  be  authorized,  under 
section  8131,  to  apply  for  matching  grant  assistance — Grants  for  Construction 
of  State  Extended  Care  Facilities — to  provide  facilities  for  adult  day  health 
care.  At  present,  under  section  8131,  the  Department  of  Veterans  Affairs  is 
authorized  to  provide  limited  grant  assistance  for  the  construction  or  remodel- 
ing of  existing  buildings  for  domiciliary,  nursing  home,  or  hospital  care  for 
veterans  residing  in  State  veterans  home  facilities. 

Mr.  Chairman,  I  have  discussed  the  extension  of  adult  day  health  care 
services  with  state  veterans  home  officials  in  North  Dakota  and  representatives 
of  the  National  Association-of  State  Veterans  Homes.  The  arguments  by  these 
officials  for  extending  adult  day  care  through  state  veterans  homes  are 
compelling.  The  provision  of  adult  day  health  care  services  during  the  daytime 
hours  in  a  community  setting  would  enable  many  veterans  to  remain  at  home 
in  a  supportive  environment  among  family  and  friends  as  an  alternative  to 
nursing  home  placement. 

For  veterans  who  may  be  early  victims  of  Alzheimer's  disease,  require  a 
supportive  environment  to  respond  to  depression,  or  require  supervision  and 
medication  in  a  postoperative  situation,  the  opportunity  to  participate  in  an 
adult  day  health  care  program  would  also  meet  the  limited  health  care 
requirements  of  this  veterans  population.  Equally  important,  adult  day  health 
care  would  provide  respite  for  the  primary  caregivers  of  veterans.  Adult  day 
health  care  programs  would  also  lower  demands  on  the  Department  of  Veterans 
Affairs  health  care  system  as  well  as  the  requirements  for  the  expansion  of 
costly  nursing  and  residential  home  care. 

Mr.  Chairman,  as  the  health  care  requirements  of  our  veterans  population 
change  and  the  demands  on  limited  DVA  resources  increase,  1  believe  it  is 
important  that  State  veterans  homes  have  the  opportunity  to  extend  adult  day 
health  care  services  to  veterans.  The  7 1  State  veterans  home  across  the  country 
have  a  proven  record  of  providing  excellent  domiciliary,  nursing  home  and 
hospital  care  for  veterans — ^all  in  a  cost-effective  manner  that  ensures  the 
maximum  benefit  to  veterans  from  Federal,  State  and  local  resources. 

Additionally,  State  veterans  home  staff  have  considerable  expertise  in 
geriatrics  and  working  with  those  individuals  who  are  handicapped  or  have 
other  special  health  care  needs — the  staff  are  uniquely  qualified  to  serve 
veterans  population  in  this  supportive  adult  day  care  environment. 

I  urge  Members  of  the  Committee  to  carefully  examine  this  initiative  for 
extending  adult  day  health  care,  services  to  veterans.  1  am  pleased  to  share  with 
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the  Committee  estimates  from  the  Congressional  Budget  Office  on  enactment 
of  S.  K52,  the  State  Veterans  Home  Act,  along  with  a  letter  in  support  of 
S.  852  from  the  National  Association  of  State  Veterans  Homes. 

Thank  you  again  Mr.  Chairman  and  Members  of  this  Committee,  for  the 
opportunity  to  testify  on  these  important  health  care  issues  for  veterans. 


PREPARED  STATEMENT  OF  SENATOR  BARBARA  A.  MIKULSKI 

Health  Professionals  Educational  Debt  Reduction  Program 

Good  morning.  Chairman  Rockefeller  and  members  of  the  Committee.  As 
chair  of  VA's  Appropriations  Subcommittee,  1  want  to  thank  you  for  the 
invitation  to  testify  this  morning. 

I  am  here  to  ask  the  Committee  to  support  S.  1  122,  the  Department  of 
Veterans  Affairs  Health  Professionals  Education  Debt  Reduction  Act.  I 
introduced  this  legislation  to  help  the  Department  of  Veterans  Affairs  recruit 
and  retain  nurses  and  other  non-physician  health  professionals. 

S.  1  122  would  allow  the  VA  to  provide  health  professionals  with  a  $4,000- 
a-year  voucher  to  reduce  student  debt  as  an  incentive  to  go  to  work  in  the  VA. 
VA  employees  would  be  required  to  serve  one  year  before  they  could  receive 
this  voucher.  Just  like  the  Gl  bill,  no  benefit  would  be  conferred  until  after 
someone  has  served. 

Program  participants  could  receive  a  voucher  for  up  to  three  years — for  a 
total  benefit  of  $12,000. 

The  VA  would  have  to  target  this  benefit  on  those  skill  areas  that  are  in  the 
shortest  supply — for  example — registered  nurses,  medical  technicians,  physical 
and  occupational  therapists,  and  therapeutic  radiology  technicians.  They  would 
also  be  required  to  provide  this  incentive  in  those  areas  of  the  country  where 
recruitment  is  the  most  difficult. 

Unlike  the  VA's  existing  health  scholarship  program,  S.  1122  permits 
individuals  who  have  degrees  from  two-year  community  colleges,  who  have 
skills  the  Department  needs,  to  receive  a  debt  repayment  voucher. 

This  program  is  not  designed  to  replace  VA's  existing  scholarship  program. 
Why  then,  should  this  Committee  support  it? 

First,  the  Mikulski  model  would  provide  assistance  to  three  times  as  many 
people  as  the  current  scholarship  program  for  the  same  level  of  appropriations. 

The  existing  scholarship  program,  with  a  $10  million  appropriation  in  1993, 
will  assist  S33  persons.  S.  1  122  would  provide  benefits  to  about  2,500  for  the 
same  amount  of  money.  In  these  lean  fiscal  times,  stretching  the  value  of  a 
dollar  in  an  agency  as  important  as  the  VA  is  crucial. 

Second,  the  "post-service  benefit"  model  in  S.  1  122  will  help  improve 
quality  of  health  professionals  within  the  VA  while  lowering  the  Federal 
Government's  risk  in  recruiting  individuals.  A  "service  model"  method,  in 
contrast  to  the  current  "scholarship  model"  approach,  draws  from  a  pool  of 
health  professionals  who  have  already  proven  they  are  fit  for  duty. 
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Recruits  under  the  Mikulski  model  have  already  finished  school  and 
received  their  national  certification  in  their  individual  field.  They  have  made 
their  "life  decision."  They  know  which  field  or  profession  interests  them.  So 
there  is  less  chance  of  them  changing  their  mind  or  dropping  out  of  the 
program.  The  VA  will  have  more  time  to  spend  on  employee  recruitment  and 
retention,  instead  of  trying  to  collect  from  scholarship  program  dropouts. 

Finally,  S.  1122  would  provide  student  debt  repayment  vouchers  for 
individuals  who  have  completed  a  two-year,  community  college  program.  Most 
people  might  think  that  VA  only  has  trouble  recruiting  for  skills  that  need  a 
four-year  degree.  But  that  is  not  true. 

Among  those  areas  where  the  VA  most  needs  people  in  specialized  skills — 
medical  lab  technicians,  therapeutic  radiology  technicians,  and  nuclear  medicine 
technicians — ^are  all  where  only  a  two-year  degree  is  required,  in  addition, 
many  community  colleges  offer  high  quality  R.N.  degrees  in  just  two  years. 

I  am  not  here  to  suggest  that  my  legislation  will  eliminate  VA's  recruiting 
problems.  I  do  believe,  however,  that  it  is  a  strong  step  in  the  right  direction. 

Included  in  S.  1122  is  a  requirement  that  the  Secretary  evaluate  the 
effectiveness  of  this  new  debt  reduction  program  within  one  year.  That  way  we 
can  determine  which  model,  or  combination  of  models,  works  best. 

As  you  know,  the  fiscal  year  1993  VA  appropriation  included  $5  million  to 
initiate  this  program.  Unfortunately,  subsequent  authorization  legislation 
prohibited  VA  from  spending  these  funds. 

That  means  the  VA  is  holding  $5  million  in  reserve  until  an  authorization 
bill  is  enacted.  If  an  authorization  is  not  enacted,  VA  will  lose  the  use  of  these 
funds  altogether.  So  1  feel  some  urgency  about  asking  the  Committee  to  move 
on  S.  1122. 

For  too  long  our  VA  system  has  been  forced  into  the  position  of  being  the 
second  choice  of  many  nurses,  medical  technicians,  physical  therapists  and 
dental  hygienists.  The  VA  has  to  compete  with  private  hospitals  for  health 
professionals. 

With  my  proposal  for  a  health  professionals  education  debt  reduction 
program  we  have  a  chance  to  make  the  playing  field  more  level.  I  urge  the 
Committee  to  support  this  bill. 


PREPARED  STATEMENT  OF  MICHAEL  F.  BRINCK,  NATIONAL 
LEGISLATIVE  DIRECTOR,  AMVETS 

Mr.  Chairman,  thank  you  for  inviting  AMVETS  to  testify  on  several  very 
beneficial  bills.  Prior  to  addressing  the  specific  legislation  before  the  committee 
today,  AMVETS  would  like  to  say  we  consider  the  Veterans  Resource  Center 
or  Super  Vet  Center  program  a  success  and  urge  the  Congress  to  continue  this 
valuable  service. 

First,  I  would  like  to  address  S.  452,  a  bill  that  would  establish  a  program 
of  rural  health  care  clinics  including  contract  services  and  mobile  clinics. 

AMVETS  strongly  supports  the  concept  of  increasing  health  care  services 
to  rural  veterans  as  provided  in  the  legislation.  We  caution  that  there  may  be 
difficulty   in   implementing  the   legislation   because  of  the  often-criticized 
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eligibility  rules  for  outpatient  care.  We  feel  strongly  that  some  liberalization  of 
the  eligibility  rules  should  be  allowed  not  only  to  test  the  efficiency  and  value 
of  the  rural  pilot  program,  but  also  to  test  the  impact  of  broadened  eligibility 
on  utilization  rates.  We  suggest  that  all  category  A  veterans  be  eligible  for 
these  services. 

Next  we  suggest  that  the  one  mobile  clinic  per  state  is  artificially  restrictive 
and  may  prevent  efficient  use  of  the  mobile  clinics,  especially  in  larger  rural 
states.  It  may  be  more  efficient  for  a  mobile  clinic  to  service  several  adjacent 
areas  in  different  states  thus  offering  the  possibility  that  a  state  could  be  served 
by  more  than  one  mobile  clinic.  We  suggest  a  more  effective  use  would  be  to 
prohibit  overlapping  catchment  areas  of  operation. 

The  bill  directs  VA  to  report  to  Congress  on  the  pilot  program  in  1997. 
AMVETS  suggests  that  it  would  be  appropriate  for  VA  to  report  to  Congress 
within  a  reasonable  period  (prior  to  program  start-up)  on  its  implementation 
plan  for  the  pilot  program.  This  is  prudent  program  management  and  would 
prevent  a  poorly  designed  implementation  plan  from  skewing  the  results  of  the 
program. 

We  also  suggest  that  the  initial  report  contain  a  model  by  which  VA  will 
judge  the  effectiveness  of  the  pilot  in  terms  of  cost  and  other  medically 
appropriate  measures  of  effectiveness.  The  final  report  should  be  based  on  that 
model  and  include  comparison  of  contract  clinics  (if  any)  with  VAMC  remote 
clinics  of  similar  size  and  scope  of  treatment.  The  initial  report  should  also 
contain  an  analysis  of  how  the  pilot  program  would  interface  with  a  regional 
"centers  of  excellence"  method  of  service  delivery. 

Finally,  regarding  S.  452,  subparagraph  (E)  directs  a  report  on  personnel 
recruiting  and/or  retention  problems.  We  strongly  encourage  this  committee  to 
authorize  hiring  additional  FTEE  as  necessary  to  prevent  VA  from  assuming 
these  additional  responsibilities  out  of  pocket. 

I  would  now  like  to  address  S.  852,  a  bill  to  authorize  per  diem  for  adult 
day  care  provided  in  state-run  veterans  homes.  As  we  testified  before  the 
House  Committee,  AMVETS  strongly  supports  the  concept  of  adult  day  care 
as  a  means  to  increase  the  quality  of  life  not  only  of  veterans,  but  also  their 
care  givers  at  home.  We  feel  strongly  that  states  should  be  compensated  for 
providing  such  services  and  we  urge  passage  of  the  bill. 

Next,  some  comments  regarding  S.  1030,  a  bill  to  improve  counseling  for 
sexual  trauma.  First,  AMVETS  supports  such  counseling  as  recognition  that  the 
services  have  problems  in  this  area,  just  like  the  rest  of  society.  We  applaud  the 
amendments  that  will  make  the  basic  legislation  gender-neutral.  We  caution 
that  provisions  (section  1720D(f)(2)(B)  and  (C)  requiring  VA  to  be  aware  of 
and  refer  victims  of  sexual  trauma  to  local  resources  may  not  be  practical  or 
achievable  to  the  level  of  detail  envisioned  in  the  legislation.  Assuming  that 
counselors  are  located  in  regional  VA  facilities,  it  is  unlikely  that  they  will  be 
aware  of  resources  existing  throughout  the  RO's  area  of  responsibility.  While 
we  urge  VA  to  aggressively  pursue  all  possible  information,  we  are  concerned 
VA  may  be  held  accountable  to  an  unreasonable  standard  of  performance.  We 
also  doubt  whether  VA  can  meet  the  provisions  requiring  a  description  of  the 
difficulties  in  obtaining  local  treatment  described  in  1720D(f)(4)(C).  Again,  we 
do  not  oppose  the  provision,  but  merely  ask  the  Committee  to  understand 
compliance  with  the  letter  may  not  be  possible. 
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Finally,  does  the  Committee  expect  VA  to  absorb  these  extra  counselhng 
requirements  or  will  it  authorize  additional  resources  to  staff  the  24-hour 
hotlines  and  provide  the  extra  training  envisioned  in  the  bill? 

We  support  the  draft  bill  to  extend  eligibility  for  treatment  for  veterans 
exposed  to  dioxin  or  ionizing  radiation.  Testing  of  chemicals  on  poorly  or 
misinformed  service  members  and  exposure  to  atomic  radiation  during  early 
bomb  tests  are  despicable  examples  of  the  government's  abuse  of  our  service 
member's  trust  in  the  chain  of  command.  The  coverups  of  the  government's 
responsibilities  for  the  long-term  damage  done  to  these  veterans  is  shameful 
and  are  examples  of  government  at  its  worst. 

Hospice  care  is  not  new  to  the  VA.  This  committee  has  heard  testimony 
earlier  this  session  about  the  successes  of  a  program  based  in  Massachusetts. 
In  many  ways,  the  recent  testimony  before  this  committee  of  Ms.  Margaret 
Mahoney,  embodied  the  full  spirit  of  hospice.  She  managed  to  portray  the  great 
strength  and  nurturing  forces  at  work  under  the  grimmest  of  circumstances.  The 
mission  of  hospice  and  the  people  who  provide  the  care  are  tributes  to  the 
human  spirit.  AMVETS'  only  comment  regarding  the  contents  of  the  bill  is  to 
question  the  need  for  a  pilot  program.  There  should  be  sufficient  experience 
within  VA  as  well  as  cost  models  to  judge  which  method  or  methods  of 
delivery  are  most  cost  effective.  We  suggest  it  is  time  to  move  forward  with 
a  permanent  program. 

Mr.  Chairman,  AMVETS  is  gratified  that  you  are  considering  legislation  to 
assist  health  professionals  with  an  educational  loan  repayment  program  in 
return  for  service  in  the  VA  system.  As  designed,  the  program  will  encourage 
current  VA  employees  to  upgrade  their  skills,  benefitting  VA,  its  employees 
and  most  importantly,  its  patients.  We  support  the  bill  but  would  like  to  see  a 
scholarship  program  similar  to  the  one  that  expired  in  1992  that  offered 
assistance  to  those  currently  undergoing  their  initial  medical  training. 

Mr.  Chairman,  you  and  the  members  of  the  committee  as  well  as  the  staff 
have  brought  together  some  worthy  legislation  that  will  help  veterans  and 
AMVETS  commends  you  for  the  effort.  That  completes  our  statement. 


PREPARED  STATEMENT  OF  FRANK  C.  BUXTON,  DEPUTY  DI- 
RECTOR, NATIONAL  VETERANS  AFFAIRS  AND  REHABILITATION 
COMMISSION,  THE  AMERICAN  LEGION 

Mr.  Chairman  and  members  of  the  Committee:  We  thank  you  for  the 
opportunity  to  present  The  American  Legion's  views  on  several  legislative 
measures  under  the  committee's  consideration  today,  pertaining  to  veterans 
benefits  and  health  care  services. 

S.  452 — would  amend  chapter  17  of  title  38,  United  States  code,  to  establish 
a  pilot  program  of  rural  health  care  clinics  where  significant  numbers  of 
veterans  reside  in  areas  geographically  remote  from  existing  health  care 
facilities.  To  meet  the  intent  of  this  bill,  VA  would  be  required  to  furnish 
medical  services  to  eligible  veterans  through  the  use  of  (a)  mobile  health  care 
clinics  equipped,  operated  and  maintained  by  VA  personnel,  and  (b)  other  types 
of  rural  clinics,  including  part-time  stationary  clinics  for  which  VA  contracts 
and  part-time  stationary  clinics  operated  by  VA  personnel.  The  measure  would 
require  VA  to  furnish  services  under  the  rural  health  care  clinic  program  in 
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areas  (a)  that  are  more  than  100  miles  from  a  Department  general  health  care 
facility,  and  (b)  that  are  less  than  100  miles  from  such  a  facility,  if  the 
Secretary  determines  that  the  furnishing  of  such  services  in  such  areas  is 
appropriate. 

The  measure  would  require  VA,  during  the  three-year  period  beginning  on 
October  1,  1993,  to  commence  operation  of  at  least  three  rural  health  care 
clinics,  of  which  one  shall  be  a  mobile  health  care  clinic,  in  each  fiscal  year  of 
the  program. 

Mr.  chairman,  P.L.  100-322  authorized  VA  to  provide  health  care  to 
veterans  who  reside  more  than  100  miles  from  Department  medical  centers 
under  a  two-year  pilot  mobile  clinic  demonstration  which  became  operational 
in  November  1992.  Six  states — Arizona,  Maine,  Missouri,  North  Carolina, 
Vermont  and  Washington — were  selected  to  participate  in  the  program. 
Services  provided  to  veteran  beneficiaries  through  the  mobile  clinic  program 
include  follow-up  care,  routine  care,  and  preventive  care.  Three  mobile  clinics 
were  sent  to  south  Florida  in  the  aftermath  of  Hurricane  Andrew  to  provide 
health  care  services  to  victims,  totaling  more  than  5,000  medical  visits.  At  this 
time  the  program  has  not  completed  its  first  full  year  of  operation  and  no 
official  evaluation  has  been  conducted  by  VA  to  determine  the  program's 
efficiency  and  effectiveness.  VA  is  required  by  P.L.  100-322  to  report  on  the 
program  at  20  and  27  months. 

The  mobile  health  clinic  program  has  received  praise  from  all  Legion 
representatives  in  the  field.  In  fact,  other  than  some  operational  problems,  the 
consensus  is  that  we  should  expand  the  program  as  soon  as  possible.  The  fact 
that  VA  is  somewhat  reluctant  to  concur  is  rather  bewildering.  Any  enhance- 
ment in  the  ability  to  see  more  veterans  on  an  ambulatory  basis  in  remote  areas 
should  be  commended  and  we  support  such  activities.  The  usual  precaution 
about  duplication  of  services,  however,  must  remain.  Ordinarily,  legislation 
such  as  S.  452  would  be  appropriate  to  consider  after  the  Administration 
identifies  VA's  role  in  national  health  care  reform,  and  after  congress 
completes  the  complex  task  of  revising  veterans  health  care  eligibility. 
However,  we  believe  many  veterans  in  geographically  remote  areas  of  the 
country  would  benefit  through  expanded  accessibility  of  VA  health  care 
services.  If  there  is,  indeed,  documented  evidence  of  problems  today  with 
availability  and  accessibility  of  outpatient  care  to  veterans  in  remote  locations, 
we  would  suggest  efforts  to  target  those  areas  for  expanded  services  while 
awaiting  the  reports  required  by  P.L.  100-322. 

S.  852 — would  amend  title  38,  United  States  code,  to  provide  for  the 
payment  to  States  of  per  diem  for  veterans  who  receive  adult  day  health  care 
through  State  homes,  and  to  authorize  the  provision  of  assistance  to  States  for 
the  construction  of  adult  day  health  care  facilities  at  State  homes. 

Mr.  Chairman,  under  section  1741,  title  38,  United  States  Code,  VA  is 
required  to  pay  a  per  diem  to  States  for  each  veteran  that  is  assisted  through 
a  State  Home  Facilities  Program  with  hospital,  nursing  home,  or  domiciliary 
care.  The  provision  of  adult  day  health  care  services  during  the  daytime  hours 
in  a  community  setting  would  potentially  enable  many  veterans  to  remain  at 
home  in  a  supportive  environment  among  family  and  friends  as  an  alternative 
to  nursing  home  placement.  Equally  important,  the  proposal  would  allow  the 
growing  aging  veteran  population  an  additional  option  to  costly  VA  nursing 
care. 
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We  are  confident  that  an  appropriate  reimbursement  mechanism  through  VA 
could  be  developed  for  State  homes. 

With  regard  to  the  provision  to  authorize  assistance  to  States  for  the 
construction  of  adult  day  health  care  facilities  at  State  homes.  The  American 
Legion  endorses  such  a  concept.  Over  time,  resources  expended  for  the  purpose 
of  constructing  new  adult  day  health  programs  or  renovating  existing  space 
would  save  resources  which  would  otherwise  be  spent  for  long-term  care 
placement. 

S.  1030 — proposes  to  amend  chapter  17  of  title  38,  United  States  Code,  to 
improve  the  VA  program  of  sexual  trauma  counseling  and  to  improve  certain 
VA  programs  for  women  veterans. 

Section  I  of  the  bill  offers  amendments  to  provisions  enacted  as  title  I  of 
P.L.  102-585,  the  Veterans  Health  Care  Act  of  1992.  The  measure  would 
extend  VA's  authority  to  provide  sexual  counseling  at  VA  health  care  facilities 
for  three-years,  through  December  31,  1998;  and  extend  VA's  authority  to 
provide  sexual  trauma  counseling  through  contracts  with  non-VA  providers  for 
four-years,  through  December  31,  1998.  The  measure  would  also  eliminate 
provisions  in  current  law  that  require  veterans  to  seek  sexual  trauma  services 
within  two-years  of  discharge  from  active  duty  (or  by  December  31,  1993,  in 
the  case  of  veterans  discharged  before  January  I,  1991);  and  eliminate  the  one- 
year  limit  in  current  law  on  the  period  of  time  during  which  a  veteran  may 
receive  sexual  trauma  counseling. 

Section  1  also  proposes  that  veterans  seeking  sexual  trauma  services  have  the 
same  priority  for  care  as  veterans  who  are  entitled  to  VA  outpatient  services; 
and  authorizes  VA  to  provide  sexual  trauma  counseling  to  male  veterans.  The 
measure  further  requires  that  VA  establish  and  advertise  a  toll-free  number  to 
provide  confidential  crisis  intervention  and  referral  services  to  veterans  needing 
sexual  trauma  counseling.  The  toll-free  number  would  be  operated  by  VA 
employees  who  have  been  trained  to  provide  sexual  trauma  counseling  and 
referral  services  and  that  these  employees  refer  veterans  to  VA  or  non-VA 
services  in  communities  in  which  they  reside. 

Section  2  of  S.  1030  would  require  VA,  not  later  than  June  30,  1994,  to 
submit  a  report  to  Congress  on  the  difficulties  veterans  encounter  in  obtaining 
from  VA  determinations  of  service-connection  for  disabilities  resulting  from 
sexual  trauma  experienced  while  serving  on  active  duty. 

Section  3  of  the  measure  would  require  VA's  four  regional  women  veterans 
coordinators  to  serve  in  those  positions  full-time  to  facilitate  women  veterans 
programs  at  VA  facilities  in  their  region's,  and  to  carry  out  other  responsibili- 
ties specified  in  current  law. 

Mr.  Chairman,  The  American  Legion  supports  the  proposed  extension  of 
VA's  authority  to  provide  sexual  trauma  counseling  at  VA  health  care  facilities 
or  through  contract  providers.  We  also  subscribe  to  the  proposed  recision  of  the 
period  of  time  during  which  a  veteran  may  receive  sexual  trauma  counseling. 
As  long  as  a  need  exists  to  treat  a  veteran  suffering  from  sexual  trauma, 
resulting  from  active  duty  in  the  armed  forces,  medical  and  psychological 
counseling  services  should  be  made  available,  even  in  the  case  of  veterans 
discharged  prior  to  January  I,  1993. 
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The  American  Legion  has  no  information  concerning  the  number  of  male 
veterans  suffering  from  sexual  trauma,  however,  we  support  the  provision 
authorizing  VA  to  provide  sexual  trauma  counseling  to  male  veterans.  In 
relation  to  the  proposal  that  veterans  seeking  sexual  trauma  services  have  the 
same  priority  for  that  care  as  veterans  who  are  entitled  to  VA  outpatient 
services.  The  American  Legion  can  support  such  an  exemption  from  current 
eligibility  requirements  to  the  extent  that  care  and  treatment  are  for  conditions 
directly  related  to  sexual  trauma,  resulting  from  active  duty  in  the  armed  forces. 
We  do  not  endorse  any  provision  which  would  authorize  prionty  treatment  for 
conditions  unrelated  to  sexual  trauma.  Currently,  veterans  seeking  treatment  for 
diagnosed  but  non-adjudicated  combat  related  PTSD,  exposure  to  Agent  Orange 
or  ionizing  radiation,  or  environmental  contaminants  are  not  afforded 
mandatory  outpatient  care  unless  they  have  a  service-connected  disability. 

In  relation  to  the  proposal  to  require  VA  to  establish  and  advertise  a  toll-free 
number  to  provide  crisis  intervention  and  referral  services  to  veterans  needing 
sexual  trauma  counseling,  and  that  this  service  be  operated  by  trained  VA 
employees.  The  American  Legion  believes  this  idea  would  be  best  administered 
at  the  local  level.  It  is  unclear  how  a  toll-free  number  could  advise  veterans  as 
to  what  local  services  arc  available  for  crisis  intervention.  Arrangements  must 
be  made  at  the  VA  medical  center  level  concerning  crisis  management 
intervention  either  through  VA  or  within  the  community.  Therefore,  a  toll-free 
number  that  transfers  the  caller  to  the  local  VAMC  would,  in  our  opinion,  be 
more  efficient. 

The  American  Legion  has  several  concerns  with  respect  to  the  proposal 
requiring  VA  to  report  to  Congress,  not  later  than  June  30,  1994,  on  the 
difficulties  veterans  encounter  in  obtaining  service-connection  for  disabilities 
resulting  from  sexual  trauma  while  on  active  duty.  First,  we  believe  there  is  a 
demonstrated  need  for  VA  to  undertake  a  study  of  this  nature.  This  problem 
has,  in  the  past,  not  been  well  understood  and,  therefore,  largely  overlooked 
and  ignored.  Secondly,  the  reporting  date  requirement  of  June  30,  1994,  may 
not  provide  VA  with  sufficient  time  following  enactment  to  fully  identify  and 
evaluate  cases  which  may  fall  into  this  category.  We  believe  VA  should  be 
required  to  provide  a  comparative  report  covering  a  36  month  period — two 
years  prior  to  enactment  and  one  subsequent  to  enactment  of  this  provision. 
Thirdly,  any  report  by  VA  should  not  be  limited  to  a  description  of  the 
problems  found,  but  must  include  any  corrective  action  taken  or  planned  to 
specifically  resolve  the  indicated  problem  or  problems.  Lastly,  in  supporting 
VA  efforts  to  study  and  address  the  needs  of  veterans  who  may  be  disabled  as 
a  result  of  sexual  trauma  experienced  in  service,  we  wish  to  convey  our  desire 
that  VA  approach  equally  important  subjects  with  a  similar  focus  and  goal,  i.e., 
PTSD  and  problems  Persian  Gulf  War  veterans  continue  to  experience  with 
disabilities  of  unknown  etiology,  among  other  conditions. 

With  regard  to  the  last  provision  of  S.  1030,  the  Legion  supports  the 
proposal  that  all  four  regional  women  veterans  coordinators  serve  in  those 
positions  on  a  full-time  basis. 

Having  over  40  medical  centers  situated  in  each  region,  along  with 
numerous  outpatient  clinics  requires  much  coordination,  communication, 
networking  and  outreach.  By  serving  in  a  full-time  capacity,  these  women 
veterans  coordinators  can  conduct  effective  educational  oversight  of  regional 
activities. 
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The  next  measure  to  consider  is  a  draft  bill  to  amend  chapter  17  of  title  38, 
United  States  Code,  to  conduct  a  hospice  care  pilot  program  and  to  provide 
certain  hospice  care  services  to  terminally  ill  veterans.  The  measure  would 
establish  a  Hospice  Care  Pilot  Program  for  a  terminally  ill  veteran  who  has  a 
medical  prognosis  (as  certified  by  a  Department  physician)  of  a  life  expectancy 
of  six  months  or  less;  and  who  is  (a)  entitled  to  receive  hospital  care  in  a  VA 
medical  facility;  (b)  is  eligible  for  hospital  or  nursing  home  care  in  VA  and  is 
receiving  such  care;  (c)  receiving  care  in  a  State  home  facility  for  which  care 
VA  is  paying  per  diem  under  section  1741  of  title  38.  USC;  or  (d)  transferred 
to  a  non-Department  nursing  home  for  nursing  home  care  under  section  1720 
of  title  38,  USC,  and  is  receiving  such  care.  The  term  'hospice  program'  means 
any  program  that  satisfies  the  requirements  of  section  1861  (dd)  (2)  of  the 
Social  Security  Act  (42  USC). 

The  pilot  program  would  begin  on  October  1,  1993,  and  be  authorized 
through  December  31,  1998.  The  primary  objectives  of  the  program  are — (A) 
to  assess  the  feasibility  and  desirability  of  furnishing  hospice  care  services  to 
terminally  ill  veterans;  and  (B)  to  determine  the  most  efficient  and  effective 
means  of  furnishing  such  services  to  veterans.  Under  the  pilot  program,  the 
Secretary  shall — (A)  designate  not  less  than  15  nor  more  than  30  medical 
facilities  of  the  Department  at  or  through  which  to  conduct  hospice  care 
services  demonstration  projects;  and  (B)  designate  the  means  by  which  hospice 
care  services  shall  be  provided  to  terminally  ill  veterans  under  each  demonstra- 
tion project;  (C)  allocate  such  personnel  and  other  resources  of  the  Department 
as  necessary  to  ensure  that  services  are  provided  to  terminally  ill  veterans;  and 
(D)  enter  into  any  contract,  agreement  or  other  arrangement  necessary  to  ensure 
the  provision  of  hospice  services  under  each  project. 

Other  provisions  of  the  draft  bill  would  require  VA  to  conduct  demonstra- 
tion projects  at  facilities  located  in  both  urban  and  rural  areas,  at  facilities 
which  have  all  types  of  affiliation  agreements  with  medical  schools,  and 
through  a  combination  of  VA  programs  and  contract  programs.  Except  on  a 
case-by-case  basis,  the  amount  paid  to  a  contract  hospice  program  for  care 
furnished  may  not  exceed  the  amount  that  would  be  paid  to  that  program  for 
such  care  under  section  1814  (i)  of  the  Social  Security  Act,  42  USC  1395  f(i), 
if  such  care  were  hospice  care  for  which  payment  would  be  made  under  part 
A  of  title  XVlil  of  such  Act. 

Mr.  Chairman,  The  American  Legion  believes  that  veterans  with  hospice 
care  needs  should  have  the  benefit  of  the  compassionate  care  band  assistance 
that  can  be  provided  through  a  hospice  program  and  we  strongly  support  this 
measure,  in  our  view,  hospice  care  is  a  component  of  a  full  continuum  of 
health  care  services.  A  lack  of  statutory  authority  to  provide  such  care  and 
severe  budgetary  constraints  have  effectively  prevented  VA  from  evaluating 
this  method  of  caring  for  the  tenninally  ill  veteran  in  institutional  or  alternative 
care  settings.  Hospice  care  services  have  been  covered  under  Medicare  for  a 
number  of  years.  However,  within  the  VA  medical  care  program,  hospice  care 
and  related  services  have  not  been  readily  available  to  terminally  ill  veterans 
and  their  families.  Although  VA  has  attempted  to  provide  some  form  of 
hospice-type  services  and  care,  these  efforts  generally  have  been  informal  and 
on  a  very  limited  scale. 

The  proposed  legislation  would  enable  VA  to  establish  a  number  of  pilot 
programs  to  not  only  assess  the  cost-effectiveness  of  hospice  care,  but  more 
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importantly  to  consider  the  benefit  of  this  type  of  program  of  specialized  care 
and  services  for  veterans  diagnosed  with  a  terminal  illness. 

A  second  draft  bill  would  amend  section  1710  (e)  (3)  of  title  38,  USC,  to 
extend  the  period  of  eligibility  of  certain  veterans  for  medical  care  for  exposure 
to  dioxin  or  ionizing  radiation  for  ten-years  to  December  31,  2003. 

Mr.  Chairman,  The  American  Legion  has  long-standing  mandates  supporting 
the  contmued  provision  of  special  care  to  veterans  exposed  to  Agent  Orange 
and  ionizing  radiation.  Because  of  the  still  unresolved  issues  concerning  the 
human  effects  of  exposure  to  these  substances  we  strongly  support  the 
extension  of  the  period  of  eligibility  for  care  as  proposed. 

The  next  measure  for  consideration,  the  "Department  of  Veterans  Affairs 
Health  Professionals  Education  Debt  Reduction  Act"  is  a  draft  bill  to  amend 
title  38,  USC,  to  authorize  VA  to  carry  out  a  program  for  repayment  of  certain 
education  costs  incurred  by  certain  Veterans  Health  Administration  employees, 
and  for  other  purposes. 

The  purpose  of  the  measure  is  to  assist  personnel  serving  in  health  care 
positions  in  the  Veterans  Health  Administration  (other  than  physicians  or 
dentists)  in  reducing  the  amount  of  debt  incurred  by  such  personnel  in 
completing  educational  programs  that  qualify  such  personnel  for  such  service. 
Such  assistance  shall  be  in  addition  to  the  assistance  available  to  individuals 
under  the  Educational  Assistance  Program  established  under  chapter  76  of  title 
38,  USC. 

Mr.  Chairman,  The  American  Legion  supports  the  intent  of  the  proposed 
"Health  Professionals  Education  Debt  Reduction  Act."  We  feel  this  legislation 
should  be  targeted  to  health  care  positions  experiencing  high  vacancy  rates  and 
high  personnel  turnover,  which  for  various  reasons,  are  clearly  related  to  a 
shortage  of  qualified  personnel.  We  also  support  the  provision  of  the  measure 
which  prohibits  the  use  of  any  funds  to  provide  assistance  under  the  program 
unless  expressly  provided  for  in  an  appropriation  Act. 

Mr.  Chairman,  that  concludes  our  statement. 


PREPARED  STATEMENT  OF  PAUL  EGAN,  EXECUTIVE  DIREC- 
TOR, VIETNAM  VETERANS  OF  AMERICA 

Mr.  Chairman  and  members  of  the  Committee,  Vietnam  Veterans  of 
America  (VVA),  is  pleased  to  have  the  opportunity  to  present  our  views  on  the 
health  care  legislation  being  considered  today.  As  we  all  know,  it  is  imperative 
at  this  point  in  time  that  Congress  provide  the  VA  with  legislative  direction  as 
to  what  adaptations  are  necessary  to  ready  the  VA  system  for  a  changed  future 
role  in  the  advent  of  national  health  care  reform.  The  bills  considered  today 
represent  forward  thinking  and  we  are  very  pleased  to  support  Committee 
action  on  each  measure. 

The  VA  itself  seems  to  be  entrenched  into  a  "turf  protective"  mode, 
reluctant  to  accept  that  its  role  as  a  health  care  provider  to  veterans  will  change 
when  poorer  and  aging  veterans  currently  dependent  upon  the  VA  are  provided 
with  an  option  to  receive  care  wherever  they  choose.  In  order  to  force 
preparation.  Congress  needs  to  encourage  VA's  manifestation  of  recognized 
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specialty  programs  for  those  veteran  populations  the  VA  can  most  capably 
serve  in  the  future. 

Through  the  rural  health  chnics  and  hospice  pilot  projects  the  Committee  is 
providing  this  direction.  Support  for  cost-effective  treatments  such  as  adult  day 
care  and  hospice  pushes  the  VA  toward  the  goal  of  competitiveness  that  the 
private  sector  has  already  embraced.  The  education  debt  reduction  legislation 
will  give  the  VA  an  effective  tool  in  recruitment  and  retention  of  top-quality 
medical  personnel.  And  the  women's  health  and  sexual  trauma  initiatives,  as 
well  as  priority  treatment  for  environmental  hazards  exposure  will  emphasize 
specialization  in  health  problems  that  veterans  face  uniquely  and  to  which  there 
is  not  adequate  treatment  currently  available. 

We  have  addressed  each  bill  sequentially  as  follows. 

S.  452,  VA  Rural  Health  Care  Clinics 

VVA  supports  this  legislation,  as  it  provides  the  impetus  for  a  new  mission 
we  have  advocated  and  that  VA  should  embrace  for  the  future.  In  testimony 
delivered  before  this  committee  on  April  27,  we  asserted  that  VA  will 
ultimately  have  to  decentralize  its  provider  networks.  Rural  health  care 
delivery,  if  it  is  to  benefit  equally  from  trends  toward  primary  and  preventive 
care,  must  be  planned,  managed  and  coordinated  in  a  way  that  casts  the  widest 
geographic  net  possible.  For  VA  this  would  constitute  a  major  shift  in  emphasis 
from  its  currently  well-established  and  highly  centralized  tertiary  hospital 
operations. 

In  the  same  testimony,  we  suggested  moving  forward  with  a  legislated  shift 
in  emphasis  in  order  to  assure  VA's  ability  to  sustain  its  relevance  to  modem 
trends  in  primary  and  preventive  care  and  its  ability  to  play  a  meaningful  role 
as  health  care  provider  for  rural  America.  This  legislation  directly  addresses 
recommendations  we  made  by  creating  a  pilot  project  establishing  both  mobile 
and  stationary  outpatient  clinics,  and  gives  authority  to  contract  for  these 
services  on  a  full  or  part-time  basis. 

VVA  would  recommend  that  treatment  eligibility  in  outpatient  facilities 
specified  in  this  bill  be  expanded  to  all  veterans  currently  eligible  for  inpatient 
care  as  well.  Since  national  health  care  reform  and  VA  eligibility  reform  will 
potentially  open  the  VA  and  in  particular  these  rural  clinics  to  all  veterans,  it 
would  be  useful  if  this  pilot  project  could  determine  potential  usage  of  these 
rural  health  clinics  without  the  complex  myriad  of  eligibility  criteria  skewing 
the  results. 

In  addition,  since  these  veterans  are  theoretically  located  100  miles  or  more 
from  a  VAMC,  eligibility  to  use  these  rural  facilities  may  be  particularly 
beneficial,  because  inpatient  services  at  the  VAMC  may  be  inaccessible  for 
some  veterans  who  are  not  currently  eligible  for  outpatient  care.  For  that 
matter,  non-VA  care  may  not  be  available  to  veterans  in  rural,  medically 
undcrservcd  areas. 

S.  852,  Adult  Day  Care  in  State  Homes 

VVA  advocates  increased  use  of  adult  day  health  care  programs  both  to 
better  serve  aging  or  disabled  veterans  for  whom  domiciliary  or  nursing  home 
care  is  not  appropriate  or  desirable  as  they  wish  to  stay  at  home  with  family, 
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and  to  save  scarce  funds  as  the  VA  struggles  to  provide  care  for  the  burgeoning 
population  of  aging  veterans.  State  homes  also  present  a  less  costly  alternative 
to  construction  of  new  VA  facilities.  Given  the  current  financial  situation  faced 
by  many  state  governments,  it  is  important  that  the  federal  government  provide 
assistance  to  State  Homes  in  shifting  to  less  costly  services  such  as  adult  day 
care  when  appropriate. 

The  House  Veterans'  Affairs  Committee  passed  similar  measures  within 
H.R.  2034  on  May  1 1,  providing  new  payment  authority  for  a  per  diem  rate  of 
$16.50  to  State  Homes,  construction  assistance,  as  well  as  authorization  for 
sharing  arrangements  of  medical  resources  with  VA.  We  would  recommend 
that  similar  authorization  for  sharing  of  medical  resources  be  included  before 
final  passage  of  a  Conference  Report. 

Draft  Bill,  Veterans'  Hospice  Services  Act 

VVA  supports  the  implementation  of  this  pilot  project  aimed  at  evaluating 
the  best  means  of  providing  hospice  care  to  terminally  ill  veterans.  Similar  to 
the  use  of  adult  day  care  services,  the  private  sector  is  moving  in  the  direction 
of  providing  comfort-giving,  cost-effective  care  in  the  home  to  terminally  ill 
patients,  rather  than  attempting  unreliable  and  expensive  lifesaving  or  life- 
extending  treatments.  It  is  important  that  the  VA  incorporate  this  approach  as 
well. 

While  we  understand  that  the  VA  is  opposed  to  this  legislation  on  the 
grounds  that  hospice  teams  are  in  place  in  many  of  the  VAMC's  and  there  is 
an  institutional  preference  to  keep  services  in-house  rather  than  contracting  for 
community-based  services,  it  is  important  that  the  VA  begin  to  look  at  this 
patient  population  as  one  of  its  likely  future  users  in  the  advent  of  national 
health  reform.  As  such,  the  VA  needs  to  learn  and  develop  the  best  and  most 
cost  effective  methods  of  providing  treatment  for  these  specially-targeted 
groups  of  veterans  most  likely  to  use  the  VA  in  the  future. 

The  VA  is  perhaps  more  capable  of  conducting  this  treatment  evaluation 
than  is  the  private  sector,  because  of  the  sheer  numbers  patients  in  this 
category,  and  its  specific  expertise  in  the  areas  of  long-term  care  and  care  of 
the  aging.  Certainly  all  terminally  ill  patients  arc  not  elderly,  but  there  are 
similarities  in  the  modes  of  care.  There  are  various  community-based 
approaches  that  have  proven  very  successful  as  well.  This  pilot  project  should, 
in  effect,  examine  what  works  best  where.  For  example,  the  approach  will  be 
different  in  rural  versus  urban  settings  because  of  varying  availability  of  not 
only  hospice  services,  but  VA  and  non-VA  inpatient  care  as  well.  An  additional 
factor  the  VA  must  consider  is  the  fact  that  populations  currently  using  VA 
long  term  care  often  have  no  family  members  nearby.  Therefore,  use  of 
community-based  services  may  be  necessary  when  no  one  else  is  available  to 
assist  the  terminally  ill  veteran,  and  cheaper  than  often  remote  VA  nursing 
home  care. 

Hospice  care  ties  in  closely  with  the  long-term  care  mission  VVA  has 
advocated  that  the  VA  should  embrace  for  the  future.  It  is  imperative  that 
emphasis  be  placed  on  learning  and  developing  the  most  effective  means  of 
providing  hospice  care  now,  rather  than  waiting  until  national  health  reform 
forces  the  VA  to  focus  its  resources  on  these  patients  and  this  type  of  care 
through  attrition  of  acute  care  patients  to  non-VA  providers. 


43 

We  do  recognize  that  the  evaluation  and  report  required  in  this  legislation 
could  be  skewed  by  the  VA's  reluctance  to  accept  this  as  a  primary  mission 
and  its  reluctance  to  funnel  funds  to  non-VA  contract  providers.  As  such,  we 
would  recommend  that  safeguards  be  incorporated  to  prevent  bias  in  the  study. 

S.  1 122,  Department  of  Veterans  Affairs  Health  Professionals 
Education  Debt  Reduction  Act 

VVA  supports  the  concept  that  we  believe  Senator  Mikulski  is  presenting 
in  that  allowing  health  education  assistance  for  debts  already  incurred  by  VHA 
employees  would  be  a  valuable  recruitment  and  retention-tool.  Currently,  the 
VA  has  the  authority  to  provide  continuing  education  assistance  for  certain 
employees,  but  cannot  address  education  expenses  that  allow  them  even  to  be 
eligible  to  work  at  the  VHA. 

in  the  current  environment  in  which  health  specialty  personnel  exit  their 
educational  training  with  tens  of  thousands  of  dollars  of  debt,  the  VA's  lower 
pay  scale  is  certainly  a  recruitment  hindrance.  The  VA  cannot  possibly  compete 
with  the  private  sector  for  competent,  qualified  health  professionals  if 
compensation  is  so  low  that  these  candidates  would  never  see  the  light  at  the 
end  of  the  indebtedness  tunnel. 

Similar  to  the  Public  Health  Service  programs  which  allow  physicians  to 
work  at  lower  salaries  in  underserved  areas  to  reduce  medical  education  debts, 
this  legislation  would  provide  the  VA  with  a  tangible  benefit  to  present  to 
candidates,  similar  to  the  research  opportunities  available  in  the  VA  health 
system. 

Perhaps  the  exclusion  of  physicians  and  dentists  from  eligibility  in  this 
program  is  not  prudent  given  the  private  sector  and  national  health  reform 
emphasis  on  primary  and  preventive  care.  We  ask  that  the  Committee  review 
this  provision  in  light  of  the  VA's  need  to  plan  and  adapt  to  a  future  role  in 
which  tertiary  and  acute  "specialized"  care  receives  less  emphasis.  In  addition, 
the  proposed  future  mission  of  rural  health  care  provider,  as  discussed  earlier, 
will  make  placement  of  physicians  in  currently  underserved  areas  a  recruitment 
challenge  for  the  VA.  Again,  this  debt  reduction  legislation  may  be  very  useful 
here. 

S.  1094,  VA  Priority  Care  Extension  for  Dioxin  and  Radiation 

Exposure 

VVA  endorses  Senator  Daschle's  legislation  which  would  extend  for  10 
years  authorization  for  medical  care  of  veterans  exposed  to  dioxin  or  ionizing 
radiation.  This  measure  is  desperately  needed  to  continue  VA  priority  care  for 
these  veterans  exposed  to  environmental  contaminants. 

We  would  also  recommend  health  care  prioritization  for  Desert  Shield  and 
Desert  Storm  veterans  encountering  "multiple  chemical  sensitivity"  problems. 
Representative  Evans,  for  example,  has  introduced  H.R.  2414,  House  legislation 
that  would  provide  the  same  priority  treatment  to  Persian  Gulf  War  veterans 
who  are  experiencing  unexplained  symptoms  related  to  exposures  to  a  variety 
of  environmental  hazards. 

Similar  to  the  difficulties  of  Vietnam  veterans  exposed  to  Agent  Orange, 
Persian  Gulf  veterans  are  unable  to  demonstrate  that  their  disabilities  are 
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service-connected  because  no  epidemiological  study  has  been  undertaken.  One 
of  the  founding  principles  of  VVA  is  that  "never  again  should  one  generation 
of  veterans  abandon  another."  For  this  reason,  we  support  the  House  legislation 
to  assist  Persian  Gulf  veterans  in  avoiding  some  of  the  problems  which  befell 
the  Vietnam  generation  in  attempting  to  get  VA  care,  and  urge  the  Senate  to 
adopt  similar  legislation. 

S.  1030,  VA  Sexual  Trauma  Counseling 

While  last  year's  Veterans  Health  Care  Act  of  1992  authorized  counseling 
services  for  victims  of  sexual  assaults  and  trauma  associated  with  their  military 
service,  limitations  to  these  services  were  quickly  identified  by  those  within  the 
VA  tasked  with  implementing  the  program.  The  introduction  of  S.  1030  by 
Senator  Rockefeller  and  the  companion  H.R.  2285  introduced  by  Congress- 
woman  Schroeder  to  improve  the  sexual  trauma  counseling  for  veterans  and  to 
improve  the  Women  Veterans  Coordinator  positions  within  the  VA  are 
pragmatic  and  humane  proposals  which  strengthen  both  programs  and  further 
affirm  the  intentions  of  Congress  that  America's  veterans  will  receive  the  care 
they  need. 

By  broadening  the  language  to  the  inclusive  "veteran"  rather  than  suggesting 
that  sexual  trauma  is  only  experienced  by  women,  these  bills  allow  for 
compassionate  and  sensitive  treatment  for  any  veteran — man  or  woman — who 
experiences  these  extremely  violent  and  personal  assaults.  Lifting  the  time 
requirement  on  when  a  veteran  can  seek  assistance  from  the  VA,  and  extending 
the  time  constraints  for  care,  are  in  keeping  with  the  accepted  therapeutic 
approaches  to  treatment.  The  aftermath  of  sexual  trauma  does  not  conform  to 
anyone's  time  schedule,  nor  does  therapy  for  victims  follow  a  specific 
trajectory  or  time  limit.  Because  Congress  has  taken  the  initial  steps  to 
investigate  and  provide  treatment  for  the  casualties  of  sexual  trauma,  support 
for  S.  1030  and  H.R.  2285  will  provide  realistic  expectations  for  outreach, 
treatment  and  assessment  of  the  needs  of  this  program. 

Equally  important  are  the  provisions  in  the  legislation  for  funding  and 
support  for  the  Women  Veterans  Coordinators  program.  Since  1982,  VVA  has 
expressed  concern  for  the  status  of  this  very  vital  service  to  women  veterans. 
We  still  hear  that  there  are  problems  with  the  present  system  of  assigning  this 
important  responsibility  as  an  additional  duty.  Many  Women  Veterans 
Coordinators  have  to  stretch  the  limits  of  their  time  to  attempt  to  provide 
adequate  outreach  and  education  programs.  Particularly  disturbing  were  their 
reports  of  trying  to  obtain  even  the  most  basic  feminine  hygienic  supplies  for 
hospitalized  women  veterans. 

There  was  the  distinct  impression  that  these  Coordinators  exist  with  little  to 
no  clout  or  access  to  administrators  to  solve  the  identified  problems  and  needs 
specific  of  women  veterans.  The  appointment  of  Women  Veteran  Coordinators 
with  little  or  no  time  allocated  for  this  responsibility  is  a  cruel  hoax,  both  to 
those  assigned  the  duty,  and  to  those  they  are  assigned  to  serve.  The  efforts  of 
these  Coordinators  reflect  individual  accomplishments  rather  than  a  system- 
wide  level  of  service  or  commitment. 

We  believe  that  any  serious  efforts  to  apprise  women  of  their  rights  as 
veterans  will  only  come  when  there  is  a  more  structured  approach.  VVA 
continues  to  advocate  for  half  or  full  time  Women  Veterans  Coordinators  in 
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each  Regional  Office  for  a  period  not  to  exceed  two  years,  to  conduct  more 
formalized  outreach  and  educational  initiatives.  We  believe  that  this  pending 
legislation  is  an  important  step  in  providing  a  more  formalized  network  which 
will  ultimately  better  serve  women  veterans  now  and  in  the  future. 

Thank  you,  Mr.  Chairman.  This  concludes  our  written  statement. 


PREPARED  STATEMENT  OF  DAVID  W.  GORMAN,  ASSISTANT 

NATIONAL  LEGISLATIVE  DIRECTOR  FOR  MEDICAL  AFFAIRS, 

DISABLED  AMERICAN  VETERANS 

Mr.  Chairman  and  members  of  the  Committee:  On  behalf  of  the  more  than 
1.4  million  members  of  the  Disabled  American  Veterans  (DAV)  and  its 
Women's  Auxiliary,  I  want  you  to  know  how  appreciative  we  are  for  the 
opportunity  to  relate  our  views  on  the  various  legislative  proposals  being 
considered  by  the  Committee  and  directed  at  improving  the  scope  and  manner 
in  which  the  Department  of  Veterans  Affairs  (VA),  Veterans  Health  Adminis- 
tration (VHA)  delivers  health  care  services  to  disabled  veterans. 

Your  letter  of  invitation  to  appear  before  the  Committee  solicited  our  input 
on  a  number  of  bills  and  pieces  of  draft  legislation.  Specifically,  our  views 
were  sought  regarding:  S.  452,  a  bill  to  establish  VA  rural  health  care  clinic 
programs;  S.  852,  a  bill  concerning  VA  per  diem  payments  and  construction 
grants  to  State  homes  for  adult  day  health  care  services;  S.  1030,  a  bill  to 
extend  and  improve  VA  vs  sexual  trauma  counseling  program  and  other  VA 
programs  for  women  veterans;  draft  legislation  to  extend  the  period  of 
entitlement  to  VA  health  care  for  veterans  exposed  to  Agent  Orange  and 
radiation;  draft  legislation  establishing  an  educational  loan  repayment  program 
for  certain  health  professionals;  the  Veterans  Hospice  Services  Act  of  1993; 
and,  draft  legislation  aimed  at  improving  VA  health  care  services  for  women 
veterans. 

Mr.  Chairman,  S.  452,  introduced  by  Senator  Conrad,  proposes  a  meaningful 
expansion  of  VA's  authority  to  furnish  health  care  services  to  veterans  residing 
in  rural  areas. 

Specifically,  this  measure  proposes,  beginning  October  1,  1993,  a  three  year 
rural  health  care  clinic  program  conducted  by  VA  to  better  meet  the  health  care 
needs  of  veterans  residing  in  areas  geographically  remote  from  existing  health 
care  facilities. 

Medical  services  would  be  furnished  veterans  through  use  of: 

•  mobile  health  care  clinics  equipped,  operated,  and  maintained  by  VA 
personnel  or; 

•  other  types  of  rural  clinics,  including  part-time  stationary  clinics  operated 
by  VA  personnel  or  under  contract. 

Mr.  Chairman,  it  is  envisioned  that  medical  services  will  be  provided  to 
veterans  who  are  eligible  to  receive  such  care  under  the  provisions  of  section 
1712,  Title  38,  USC  and  such  services  will  be  furnished  under  this  program  in 
areas: 

•  that  are  more  than  one  hundred  miles  from  a  Department  general  health 
care  facility;  and 
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•    are  less  than  one  hundred  miles  from  such  a  facility  if  the  Secretary 
determines  that  the  furnishing  of  such  services  is  appropriate. 

Mr.  Chairman,  it  is  proposed  that  a  total  of  $18  million  be  appropriated, 
over  the  three  year  period,  to  carry  out  the  rural  health  care  clinic  program. 
Also,  VA  would  be  required  to  commence  operation  of  at  least  three  such 
clinics  in  each  fiscal  year  of  the  program,  at  least  one  of  which  must  be  a 
mobile  clinic. 

Finally,  is  the  requirement  that  VA,  not  later  than  December  31,  1997, 
report  to  Congress  setting  forth  their  evaluation  of  the  program. 

Mr.  Chairman,  the  DAV  continues  to  support  the  concept  of  providing 
health  care  to  veterans  residing  in  rural  areas  via  mechanisms  such  as  proposed 
by  S.  452. 

Clearly,  rural  veterans  may  be  at  a  very  distinct  disadvantage  in  attempting 
to  obtain  VA  health  care  services  they  are  entitled  to.  Often  times,  veterans  go 
without  the  care  they  require  simply  because  it  is  not  able  to  be  obtained  in  a 
timely  manner.  When  it  is  no  longer  possible  to  do  without  medical  interven- 
tion, these  veterans  often  face  severe  hardships  to  secure  the  care  they  need. 

In  situations  such  as  these,  Mr.  Chairman,  one  often  encountered  result  is 
that  the  level  and  intensity  of  care  necessary  to  adequately  treat  the  veteran  is 
far  greater  and  more  costly  than  would  have  been  the  case  had  treatment  been 
available  in  a  more  timely  fashion. 

As  the  country  readies  itself  for  some  form  of  health  care  reform,  VA  and 
supporters  of  a  continued  VA  health  care  system  must  also  be  poised  to  react 
to  such  reform.  If,  as  it  has  been  said,  VA  will  be  a  player  in  the  reform  effort 
and  will  do  so  on  a  level  playing  field,  then  they  must  be  willing  and  able  to 
do  so. 

Obviously,  Mr.  Chairman,  veterans  will  choose  a  health  care  delivery  system 
that  will  work  for  them.  In  order  for  VA  to  be  a  competitive  and  attractive 
provider  of  care,  it  must  make  services  available  to  the  largest  segment  of  the 
veteran  population  possible  while  maintaining  its  integrity  and  the  quality  of 
care  provided. 

For  these  and  other  reasons,  we  are  supportive  of  the  provisions  of  S.  452. 

Introduced  by  Senator  Conrad,  S.  852  proposes  to  amend  section  1741,  Title 
38,  use,  extending  VA  authority  to  provide  per  diem  payments  for  adult  day 
health  care  services  furnished  eligible  veterans  by  State  Veterans  Homes;  and 
authorize  assistance  to  State  Veterans  Homes  for  the  construction  of  facilities 
to  provide  adult  day  health  care  services. 

Generally,  we  envision  adult  day  health  care  services  to  provide  components 
of  medical,  rehabilitative,  social,  recreational,  and  health  education  services  in 
a  daytime,  congregate  setting.  Thus,  veterans  are  allowed  to  live  at  home  in  a 
very  supportive  environment. 

Cleariy,  adult  day  health  care  programs  are  instrumental  in  averting  or 
deferring  costly  hospital  or  nursing  home  admissions.  Adult  day  health  care  is 
considered  a  meaningful,  compassionate,  efficient  and  cost-effective  means  of 
providing  needed  care  to  a  significant  segment  of  the  veteran  population. 

Therefore,  Mr.  Chairman,  DAV  is  supportive  of  S.  852. 
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Introduced  by  yourself,  Mr.  Chairman,  S.  1030  proposes  appropriate 
amendments  to  section  1720D,  Title  38,  USC,  resulting  in  extensions  and 
improvements  to  services  available  to  veterans  who  experience  sexual  trauma 
during  military  service;  and,  enhancements  to  VA's  Women  Veterans' 
Coordinator  Program. 

On  June  2,  1992,  DAV  offered  testimony  to  this  Committee  on  the  issue  of 
the  health  care  needs  of  women  veterans.  Our  statement  followed  the  June  1, 
1992  testimony  by  courageous  women  veterans  who  vividly  described  their 
experiences  during  military  service  and  also  documented  the  difficulties  they 
encountered  in  the  adjudication  process  of  attempting  to  file  disability  claims. 
Likewise  documented  were  the  frustrating  encounters  at  VA  medical  facilities 
when  these  veterans  sought  much  needed  assistance. 

Subsequently,  on  September  17,  1992,  the  DAV  testified  before  the 
Subcommittee  on  Oversight  and  Investigation  of  the  House  Veterans  Affairs 
Committee,  again  relating  our  observations  and  suggestions  about  how  best  to 
meet  the  needs  of  women  veterans. 

As  you  are  well  aware,  Mr.  Chairman,  those  hearings  led  to  the  development 
of  legislation  that  has  become  Public  Law  102-585,  establishing  the  VA's 
Sexual  Trauma  Counseling  Program. 

It  is  our  sincere  belief  that  since  the  enactment  of  Public  Law  102-585,  VA 
has  been  striving  to  meet  the  needs  of  women  veterans  and  come  into 
compliance  with  legislative  mandate.  S.  1030  provides  for  a  logical  expansion 
of  VA's  current  authorities  and,  therefore,  DAV  is  supportive  of  tne  measure's 
provisions. 

In  general.  S.  1030  proposes  to: 

•  extend  through  December  31,  1998,  VA's  authority  to  provide  sexual 
trauma  counseling  at  VA  facilities  and  via  contract; 

•  delete  the  requirement  that  treatment  must  be  sought  within  two  years  of 
discharge  from  service  or  by  December  31,  1993,  for  those  discharged 
before  January  1,  1991,  and  delete  the  one  year  limitation  during  which 
counseling  may  be  provided; 

•  authorize  such  counseling  to  be  provided  to  male  veterans; 

•  establish  a  priority  for  care  to  veterans  seeking  such  counseling  services; 

•  require  the  establishment  of  a  toll  free  (800)  telephone  number  to  provide 
crisis  intervention,  by  specially  and  adequately  trained  VA  counselors, 
and  referral  services  to  veterans  needing  sexual  trauma  counseling; 

•  require,  not  later  than  June  30,  1994,  the  submission  to  Congress  of  a 
report,  with  recommendations  by  the  Secretary,  of  the  difficulties 
encountered  by  veterans  in  attempting  to  obtain  service-connected 
disability  benefits  related  to  sexual  trauma; 

•  require  regional  women  veterans  coordinators  to  serve  in  their  capacity 
on  a  full-time  basis  and  facilitate  communications  between  all  women 
coordinators  located  at  VA  medical  facilities  and  VA  Central  Office;  and 

•  require  that  adequate  resources  exist  so  that  women  coordinators  are  able 
to  carry  out  their  responsibilities. 
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Mr.  Chairman,  we  believe  the  issue  of  sexual  trauma  is  a  real  one.  Also,  it 
is  critical  that  when  these  veterans  present  themselves  at  VA  medical  facilities 
for  assistance,  VA  is  able  to  adequately  provide  treatment  through  well-defined 
and  established  programs.  As  we  believe  S.  1030  goes  a  long  way  to  ensure 
this  occurs,  we  are  supportive  of  its  favorable  enactment. 

Draft  legislation  authored  by  Senator  Daschle  proposes  appropriate 
amendment  to  section  1710(c)(3),  Title  38,  USC  extending,  through  December 
31,  2003,  the  period  of  eligibility  for  certain  veterans  to  obtain  VA  medical 
care  for  alleged  exposure  to  dioxin  or  ionizing  radiation. 

Mr.  Chairman,  so  long  as  the  many  unanswered  questions  continue  to  exist 
between  the  potential  adverse  health  effects  and  exposure  to  dioxin  or  ionizing 
radiation,  we  feel  VA  should  have  authority  to  provide  care  when  indicated. 

However,  there  are  many  activities  ongoing  that  may  have  the  potential  to 
resolve  some  of  the  current  scientific  and  medical  uncertainties.  Therefore,  we 
feel  it  may  be  appropriate  to  consider  extending  the  authority  found  in  section 
1710  for  a  period  less  than  that  proposed.  Specifically,  a  three  year  extension 
may  be  appropriate  at  this  time  to  adequately  meet  veterans  needs  and  respond 
to  future  scientific  findings. 

Authored  by  yourself  Mr.  Chairman,  the  "Veterans'  Hospice  Services  Act 
of  1993"  proposes  the  establishment  of  a  formal,  comprehensive  hospice  care 
pilot  program  for  terminally  ill  veterans. 

This  measure  proposes  a  five  year  pilot  program,  commencing  October  1, 
1993,  in  which  the  Secretary  would: 

•  assess  the  feasibility  and  desirability  of  furnishing  hospice  care  services 
to  temiinally  ill  veterans;  and 

•  determine  the  most  efficient  and  effective  means  of  furnishing  such 
services. 

Under  the  pilot  program,  the  Secretary  would: 

•  designate  not  less  than  fifteen  or  more  than  thirty  medical  facilities  at 
which  to  conduct  hospice  care  projects; 

•  designate  the  means  by  which  services  shall  be  provided  to  terminally  ill 
veterans; 

•  allocate  such  personnel  and  other  resources  as  considered  necessary  to 
ensure  that  services  to  terminally  ill  veterans  are  provided;  and 

•  enter   into  contracts,   agreements  or  other  arrangements  as  may   be 
considered  necessary  in  order  to  ensure  the  provision  of  such  services. 

As  we  understand,  Mr.  Chairman,  the  facilities  selected  to  conduct  the 
projects  will  include  facilities  located  in  urban  and  rural  areas  and  will  be 
involved  in  the  full  range  of  affiliations,  including  no  affiliation,  minimal 
affiliation  and  extensive  affiliation  with  medical  schools. 

Mr.  Chainnan,  DAV  has  long  advocated  the  desirability  of  hospice  programs 
as  a  humane,  respectful  and  dignified  alternative  to  institutional  care  that 
should  be  available  to  tenninally  ill  veterans  and  their  families.  We  believe  this 
measure  to  be  a  comprehensive,  well  reasoned  and  thoughtful  effort  and  we 
are,  therefore,  pleased  to  offer  our  support. 
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Authored  by  Senator  Mikulski,  in  draft  form,  is  the  "Department  of  Veterans 
Affairs  Health  Professionals  Education  Debt  Reduction  Act." 

This  measure  would  grant  the  Secretary  discretionary  authority  to  carry  out 
a  debt  reduction  program  to  assist  personnel  serving  in  VA  health  care 
positions  in  reducing  the  amount  of  debt  incurred  in  completing  certain 
educational  programs  that  qualify  for  such  employment. 

Persons  eligible  to  participate  are  those  individuals  (other  than  a  physician 
or  dentist)  serving  in  VHA  under  an  appointment  conforming  with  section 
7402(b),  Title  38,  USC. 

Generally,  the  DAV  is  supportive  of  any  viable  proposal  enhancing  VA's 
ability  to  recruit  and  retain  qualified  health  care  professionals.  This  proposal 
seems  to  be  such  an  effort. 

Candidly,  Mr.  Chairman,  it  is  our  belief  that  we  have  had  an  insufficient 
amount  of  time  to  adequately  access  the  full  meaning  and  impact  of  this 
proposal.  Therefore,  we  are  deferring  any  further  comment  until  a  full  and 
thoughtful  understanding  of  this  proposal  is  accomplished. 

If  permissible  with  the  Committee,  we  will  provide  our  official  views  within 
five  days. 

As  a  final  thought,  Mr.  Chairman,  1  would  offer  the  DAV's  gratitude  for  the 
Committee's  continued  efforts  of  striving  to  improve  the  various  methods  in 
which  VA  provides  health  care  services  to  eligible  veterans.  Today's  agenda, 
with  the  various  proposals  of  a  very  divergent  manner,  indicates  the  complexi- 
ties of  the  vast  VA  system. 

Although  appreciative  of  the  Committee's  efforts,  we  can't  help  but  feel, 
and  state  a  certain  degree  of  frustration  with  the  continued  need  to  go  through 
this  process  in  order  to  ensure  that  veterans  receive  the  type  of  care  they  need 
and  are  deserving  of 

My  point,  Mr.  Chairman,  is  the  pressing  need  to  move  forward  with  efforts 
to  create  reform  of  the  VA  health  care  system.  Understanding  the  forces  at  play 
in  the  broader  picture  of  reform  of  the  country's  health  care  system,  we  are, 
nonetheless,  convinced  that  VA  cannot  afford  to  wait  much  longer  before 
turning  to  itself  for  reform. 

Mr.  Chairman,  the  VA  system  has  been  scrutinized.  This  Committee  and 
your  counterpart  in  the  House  have  held  a  number  of  oversight  hearings;  many 
of  the  Veterans'  Service  Organizations  have  specific  proposals  for  reform  and 
they  are  remarkably  similar  if  not  identical  in  many  respects. 

VA  has  looked  at  itself  The  Mission  Commission  has  studied  VA  and 
offered  cogent  recommendations.  VA  has  studied  those  recommendations.  VA 
has  itself  offered  rcfonn  proposals. 

Mr.  Chairman;  we  do  not  believe  VA  needs  to  wait  for  the  First  Lady's 
Task  Force  recommendations  to  be  made  public. 

Rather,  we  believe  efforts  can  now  move  forward  to  start  VA  on  the  road 
to  reform.  The  data  is  available,  seemingly  the  interested  and  involved  parties 
stand  ready  to  move  forward.  We  are  hopeful  that  a  legislative  proposal  for 
reform  can  be  forthcoming  in  the  very  near  future  and  honestly  believe  such 
a  bill  could  receive  favorable  action  during  this  session  of  Congress. 
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Mr.  Chairman,  this  completes  my  testimony,  will  be  pleased  to  respond  to 
any  questions  you  may  have. 


PREPARED  STATEMENT  OF  TERRY  GRANDISON,  ASSOCIATE 
LEGISLATIVE  DIRECTOR,  PARALYZED  VETERANS  OF  AMERICA 

Mr.  Chairman  and  members  of  the  Committee,  on  behalf  of  Paralyzed 
Veterans  of  America  (PVA),  I  wish  to  thank  you  for  this  opportunity  to  give 
testimony  today,  in  response  to  your  written  invitation  of  June  1 1,  1993,  PVA 
will  address  the  following  legislative  proposals:  S.  452,  a  bill  to  establish  VA 
rural  health  care  clinic  programs;  S.  852,  a  bill  concerning  VA  per  diem 
payments  and  construction  grants  to  state  homes  for  Adult  Day  Health  Care 
(ADHC)  services;  S.  1030,  a  bill  to  extend  and  improve  VA's  sexual  trauma 
counseling  program;  S.  1094,  a  bill  to  extend  the  period  of  entitlement  to  VA 

health  care  for  veterans  exposed  to  dioxin  or  ionizing  radiation;  S. ,  a  bill 

to  establish  the  Veterans'  Hospice  Services  Act  of  1993";  S.  1 122,  a  bill  to 
establish  the  "Department  of  Veterans  Affairs  Health  Professionals  Education 
Debt  Reduction  Act." 

S.452 — VA  Rural  Health  Care  Clinic  Programs 

This  bill  would  establish,  for  a  three  year  period,  a  VA  administered  rural 
health  care  clinic  program.  The  purpose  of  this  proposal  is  to  improve  access 
to  health  care  services  for  veterans  living  in  rural  and  geographically  remote 
areas  from  VA  health  care  facilities.  Health  care  services  would  be  provided 
to  eligible  veterans  (eligible  to  receive  medical  care  under  Title  38  of  the 
United  States  Code  and  live  at  least  100  miles  from  the  nearest  VA  health  care 
facility)  through  the  use  of  mobile  health  care  clinics  and  stationary  clinics.  At 
least  three  rural  health  care  clinics  would  begin  operation  in  each  fiscal  year 
of  the  program  (beginning  October  1,  1993),  and  at  least  one  clinic  is  required 
to  be  a  mobile  health  care  clinic. 

PVA  is  extremely  concerned  about  access  to  health  care  for  veterans  in  rural 
areas.  PVA's  solicitude  was  heightened  by  a  VA  report  in  1986  ("Study  of 
Health  Care  Services  to  Veterans  Living  in  Geographically  Remote  Areas"), 
which  stated  that  veterans  living  in  rural  areas  are  proportionately  greater  users 
of  VA  health  care  services  than  veterans  in  urban  areas.  The  study  also  found: 
1)  a  higher  percentage  of  persons  living  below  the  poverty  level  in  rural  areas 
as  compared  to  highly  urbanized  areas;  2)  that  the  farther  a  veteran  lives  from 
a  VA  facility  the  less  likely  he  will  be  to  travel  extended  distances  for  VA 
outpatient  care;  and  3)  that  to  a  negligible  degree  more  service-connected 
disabled  veterans  per  1,000  population  live  in  the  lesser  populated  areas. 

Therefore,  in  light  of  this  study,  PVA  fully  supports  the  rural  health  care 
initiative,  particularly  mobile  health  care  clinics.  Mobile  clinics  may  be  used 
to  deliver  either  primary  outpatient  care  or  mental  health  services.  Treatment 
teams  may  be  composed  of  physicians,  nurses,  social  workers,  technicians, 
psychologists,  and  clerical  staff  These  teams  could  provide  a  wide  range  of 
necessary  treatment  and  diagnostic  services.  Most  importantly,  the  staff  of 
mobile  clinics  can  perform  such  routine  tasks  as  drawing  blood,  presc  bing 
drugs,  dressing  wounds  that  do  not  require  hospitalization,  and  pro\.^ing 
diagnostic  services.  This  obviates  the  need  for  the  veteran  to  travel  to  the 
nearest  VA  medical  center  to  obtain  acute  care  services. 


51 

While  PVA  supports  the  provisions  contained  in  this  bill,  we  are  concerned 
about  the  health  needs  of  catastrophically  disabled  veterans,  (i.e.  the  spinal  cord 
injured  veterans).  The  rural  health  care  clinic  program  must  be  accessible  to 
catastrophically  disabled  veterans,  and  treat  their  basic  health  care  needs.  For 
instance,  treatment  teams  should  include  urologists  and  neurologists. 

The  strength  of  a  mobile  health  care  clinic  approach  would  be  in  its 
flexibility.  Such  clinics  could  treat  small,  scattered  veteran  populations  in 
remote  areas  where  the  workload  would  be  insufficient  to  justify  the  establish- 
ment of  a  permanent  clinic.  The  clinics  could  also  be  shifted  among  various 
locations  to  accommodate  fluctuating  demand  and  provide  veterans  with 
convenient  access  to  health  cadre.  For  these  reasons,  PVA  supports  s.  452. 

S.  852 — VA  Per  Diem  Payments  and  Construction  Grants  to  State 

Homes 

This  bill  would  provide  per  diem  payments  to  states  for  veterans  who 
receive  Adult  Day  Health  Care  (ADHC)  through  state  homes,  it  would  also 
authorize  assistance  to  states  for  the  construction  of  ADHC  facilities  for 
veterans  residing  in  state  veterans  home  facilities. 

PVA  strongly  supports  the  ADHC  program.  The  ADHC  is  an  innovative 
program  which  provides  medical,  rehabilitative,  social,  recreational,  and  health 
education  services  to  veterans  in  a  daytime  congregate  setting.  Through  this 
program  veterans  are  given  the  unique  opportunity  to  live  at  home  in  a 
supportive  environment.  PVA  supports  this  progressive  and  enlightened 
approach  to  health  care,  rather  than  institutionalized  care  at  significantly  higher 
costs.  Moreover,  ADHC  can  serve  veterans  with  non-disabling  medical 
problems.  For  example,  patients  in  the  intermediate  stages  of  Alzheimer's 
disease  and  those  recovering  from  strokes  are  suited  to  this  type  treatment. 

The  Independent  Budget  recommended  that  six  more  VA  hospitals 
implement  ADHC  programs  in  FY  1994.  There  are  currently  87  VA  or  VA- 
sponsored  ADHC  programs  in  operation.  PVA  urges  the  VA  to  meet  the 
Independent  Budget's  goal  of  100  ADHC  programs  by  the  end  of  FY  1995. 
PVA  posits  this  as  a  reasonable  goal  to  achieve  within  the  VA  health  care 
system.  Correspondingly,  PVA  recognizes  the  value  of  state  home  facilities. 
These  facilities  make  it  possible  to  provide  medical  care  to  many  more  veterans 
who  could  realistically  receive  care  in  VA  facilities,  while  at  the  same  time, 
doing  so  in  a  cost-effective  manner.  Therefore,  PVA  supports  a  per  diem 
payment  for  veterans  assisted  by  state  veterans  homes  in  an  adult  day  care 
surrounding.  Moreover,  PVA  supports  the  expansion  of  the  ADHC  program 
through  matching  grant  assistance  to  states  for  the  construction  or  expansion 
of  state  extended  care  facilities  for  veterans.  The  promotion  of  the  ADHC 
program  provides  veterans  with  needed  health  care  services  during  the  daytime 
hours,  and  provides  respite  for  the  primary  care  giver.  For  these  reasons,  PVA 
supports  s.  852. 

S.  1030 — VA's  Sexual  Trauma  Counseling  Program 

PVA  values  legislation  which  advances  the  health  care  needs  of  women 
veterans.  This  proposal  would  extend:  1)  VA's  authority  to  provide  sexual 
trauma  counseling  at  VA  health  care  facilities  for  three  years,  through 
December  31,  1998;  2)  extend  VA's  authority  to  provide  counseling  through 
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contracts  with  non-VA  providers  for  four  years,  through  December  31,  1998; 
3)  delete  requirements  in  current  law  that  require  veterans  to  seek  sexual 
trauma  counseling  within  two  years  of  discharge  from  active  duty;  4)  enhance 
VA's  women  veterans  coordinator  program;  and  5)  provide  sexual  trauma 
counseling  to  male  veterans. 

In  a  Senate  hearing  in  1992,  witnesses  estimated  that  up  to  60,000  women 
had  been  raped  or  sexually  assaulted  during  their  military  service.  A  two-year- 
old  Pentagon  study  claims  that  one  of  three  military  women  faces  sexual  abuse 
during  active  duty.  PVA  is  concerned  by  the  recurring  instances  of  sexual 
misconduct  perpetuated  against  female  military  personnel.  PVA  commends 
Congress  for  enacting  Public  Law  102-585,  which  makes  treatment  and 
counseling  available  throughout  the  VA  system  to  sexually  abused  women. 
PVA  believes  this  type  of  counseling  should  be  as  readily  available  as  post- 
traumatic stress  disorder  counseling. 

PVA  is  pleased  with  this  bill's  authorization  of  full-time  women  veteran 
coordinators  in  VA's  four  regional  offices.  PVA  is  confident  that  this  measure 
will  expand  dialogue  between  the  VA  and  women  veterans,  and  encourage 
them  to  seek  assistance  as  soon  as  possible.  The  provisions  outlined  in  this  bill 
will  make  progressive  inroads  in  counseling  women  veterans  who  suffered 
service-connected  sexual  trauma.  For  these  reasons,  PVA  supports  S.  1030. 

S.  1 094 — Veterans  Exposed  to  Dioxin  or  Ionizing  Radiation 

This  bill  would  extend  the  period  of  entitlement  to  VA  health  care  for 
veterans  exposed  to  dioxin  or  ionizing  radiation  from  December  31,  1993  to 
December  31,  2003.  withstanding  this,  no  other  substantive  changes  or 
amendments  are  made  to  38  U.S.C.  §1710.  PVA  supports  S.  1094. 

Veterans'  Hospice  Services  Act  of  1993 

This  bill  would  establish  a  hospice  care  pilot  program.  The  pilot  program 
will  begin  on  October  I,  1993  and  will  end  on  December  31,  1998.  The 
proposal  requires  that  the  VA  designate  at  least  15,  but  no  more  than  30 
medical  facilities  to  participate  in  the  hospice  demonstration  project.  The 
legislation  requires  that  the  hospice  demonstration  project  includes  VA  facilities 
located  in  urban  and  rural  areas  of  the  United  States. 

Hospice  care  provides  support  for  patients  in  the  final  phase  of  a  terminal 
illness.  The  patient,  family,  and  physician  must  mutually  agree  that  aggressive 
treatment  of  the  tenninal  illness  will  no  longer  be  pursued.  Hospice  care 
enables  termmaliy  ill  patients  to  carry  on  an  alert,  pain-free  life,  so  that  their 
last  days  are  spent  with  dignity. 

The  VA  recently  established  hospice  consultation  teams  at  each  of  its 
medical  centers.  Teams  consist  of  a  physician,  nurse,  social  worker  and 
chaplain.  These  teams  recommend  to  hospital  management  policies  and 
procedures  which  enhance  appreciation  of  the  hospice  concept,  and  implement 
hospice  throughout  the  medical  center.  The  Wilkes-Barre  VA  Medical  Center 
was  selected  as  a  model  for  VA  hospice  care  programs.  The  program  features 
open  visitation  hours,  sofa  beds  and  kitchens  for  relatives,  and  bereavement 
counseling  for  families.  Moreover,  because  the  staff-to-patient  ratio  is  high, 
staff  can  cater  to  patients'  specialized  care  needs  for  food,  medication,  and 
other  treatments  that  enhance  comfort.  PVA  strongly  suggests  that  the  hospice 
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pilot  program  be  patterned  on  the  Wilkes-Barre  VA  Medical  Center  model. 
PVA  believes  this  approach  would  significantly  promote  the  well  being  of  the 
patient  and  all  interested  parties.  For  these  reasons,  PVA  supports  this  bill. 

S.  1 122 — VA  Health  professionals  Education  Debt  Reduction  Act 

This  proposal  would  establish  the  "Department  of  Veterans  Affairs  Health 
Professionals  Education  Debt  Reduction  Act."  The  Act  would  assist  VA  health 
care  personnel  (other  than  physicians  and  dentists)  in  the  repayment  of  loans 
incurred  in  a  course  of  education  leading  to  a  degree.  Personnel  serving  in  a 
position  in  the  VA  Health  Administration  would  receive  assistance  up  to  an 
amount  not  to  exceed  $4,000  for  each  full  year  of  employment  served  by  the 
individual.  Assistance  under  the  debt  reduction  program  can  not  exceed 
$12,000. 

PVA  believes  this  Act  is  an  ambitious  step  in  retaining  and  recruiting  health 
care  professionals.  PVA  believes  this  bill  could  complement  the  VA's  existing 
Health  Professionals  Educational  Assistance  Program.  The  Health  Professionals 
Educational  Assistance  Program  offers  grants  that  cover  tuition  and  other 
reasonable  educational  expenses.  This  program  has  served  as  a  valuable 
recruitment  and  retention  tool  since  its  authorization.  PVA  believes  that  the 
Health  Professionals  Education  Debt  Reduction  Act  will  have  similar  success. 
PVA  supports  this  bill  to  the  degree  that  it  does  not  conflict  with  any  other 
existing  VA  scholarship  or  educational  assistance  program. 

Mr.  Chairman,  that  concludes  my  testimony. 


PREPARED  STATEMENT  OF  JAMES  N.  MAGILL,  DIRECTOR, 

NATIONAL  LEGISLATIVE  SERVICE,  VETERANS  OF  FOREIGN 

WARS  OF  THE  UNITED  STATES 

Mr.  Chairman  and  members  of  the  Committee:  On  behalf  of  the  2.2  million 
men  and  women  of  the  Veterans  of  Foreign  Wars  of  the  United  States,  1  wish 
to  thank  you  for  inviting  the  VFW  to  participate  at  today's  important  hearing 
on  several  pieces  of  legislation  intended  to  enhance  the  Department  of  Veterans 
Affairs'  ability  to  better  serve  the  health  care  needs  of  veterans.  1  also  wish  to 
commend  you  and  the  entire  committee  for  your  continuing  concern  for  the 
health  care  needs  of  our  nation's  veterans. 

Mr.  Chairman,  the  VFW  supports  S.  452,  introduced  by  Senator  Conrad, 
along  with  18  other  Senators,  to  establish  a  program  of  rural  health  care  clinics. 
This  bill  would  require  VA  to  examine  alternatives,  including  the  expanded 
operation  of  stationary  rural  and  mobile  health  care  clinics,  to  improve  access 
to  health  care  services  for  veterans  living  in  rural  and  geographically  remote 
areas  from  VA  health  care  facilities.  This  legislation  is  identical  to  the  Rural 
Health  Care  Clinic's  initiative  that  was  reported  last  year  by  the  Senate 
Committee  on  Veterans  Affairs,  the  Veterans  Health  Programs  Improvement 
Act,  S.  2575,  and  passed  by  the  Senate  last  October.  This  rural  health  initiative 
authorizes  $  18  million  to  support  the  establishment  of  9  rural/mobile  health 
care  clinics  in  fiscal  years  1994-96.  Noting  that  many  veterans  who  live  in  rural 
areas  or  communities  are  a  great  distance  from  the  nearest  VA  health  care 
facility,  the  VFW  supports  this  initiative  to  require  VA  to  devise  the  means 
whereby  these  veterans  might  enjoy  access  to  the  health  care  to  which  they  are 
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entitled.  Further,  the  VFW  concurs  that  this  legislation  would  present  an 
opportunity  to  implement  some  of  the  recommendations  of  the  Commission  on 
the  Future  Structure  of  Veterans  Health  Care  relating  to  veterans  health  care. 
We  commend  Senator  Conrad  for  its  introduction. 

Next  under  discussion  today  is  S.  852,  legislation  which  was  also  introduced 
by  Senator  Conrad,  to  provide  for  the  per  diem  payment  to  states  for  veterans 
who  receive  adult  day  health  care  through  state  homes,  and  to  authorize  the 
provision  of  assistance  to  states  for  the  construction  of  adult  day  health  care 
facilities  at  state  homes.  The  VFW  believes  that  the  provision  of  such  adult 
health  care  services  during  the  day  time  hours  in  a  community  setting  would 
enable  many  veterans  to  remain  at  home  in  a  supportive  environment  among 
family  and  friends.  This  is  clearly  a  compassionate  alternative  to  nursing  home 
placement.  Along  with  providing  better  and  more  compassionate  care  for 
veteran  patients,  day  care  provides  respite  for  the  primary  care  givers  of 
veterans  who  might  not  otherwise  be  able  to  sustain  such  a  demanding  task. 
There  may  be  no  doubt  that  an  adult  day  care  program  would  also  lower 
demands  on  the  VA  health  care  system  as  well  as  the  requirements  for  the 
expansion  of  costly  nursing  and  residential  home  care.  The  VFW  supports 
S.  852. 

S.  1030,  introduced  by  Senator  Rockefeller,  Chairman  of  the  Senate  Veteran 
Affairs  Committee,  would  amend  Chapter  17,  title  38,  USC,  to  improve  the 
Department  of  Veterans  Affairs  program  of  sexual  trauma  counseling  for 
veterans  and  improve  certain  VA  programs  for  women  veterans.  The  VFW 
supports  this  bill  that  would  extend  and  improve  VA  services  for  veterans  who 
were  sexually  assaulted  while  serving  on  active  duty  in  the  Armed  forces  and 
would  enhance  VA's  Women  Veteran  Coordinator  Program.  Sexual  assault  is, 
unfortunately,  something  which  does  take  place  within  the  Armed  Forces  as 
well  as  in  our  society  at  large.  This  legislation  is  intended  to  afford  members 
of  the  Armed  Forces  the  same  help  they  need  to  recover  from  their  assaults  and 
prosecute  their  attackers  as  in  the  civilian  sector.  The  VFW  supports  this  bill. 

The  VFW  supports  legislation  to  be  introduced  by  Senator  Daschle  to  extend 
until  December  31,  2003,  the  period  of  entitlement  to  VA  health  care  for 
veterans  exposed  to  agent  orange  and  radiation.  The  VFW  strongly  supports 
this  legislative  initiative  to  extend  the  period  of  eligibility  of  certain  veterans 
for  medical  care  for  disabilities  resulting  from  their  exposure  to  dioxin  or 
ionizing  radiation.  We  believe  this  legislation  properly  acknowledges  the  fact 
that  many  disabilities  which  result  from  exposure  to  toxins  or  ionizing  radiation 
often  do  not  manifest  until  long  after  exposure.  We  find  it  only  appropriate  and 
fair  that  the  eligibility  period  for  veterans  who  have  suffered  such  exposure  be 
extended. 

Also  under  discussion  today  is  draft  legislation  which  Chairman  Rockefeller 
intends  to  introduce  to  require  the  Secretary  of  Veterans  Affairs  to  conduct  a 
hospice  care  pilot  program  and  to  provide  certain  hospice  care  services  to 
terminally  ill  veterans.  The  VFW  notes  that  such  care  would  be  directed  toward 
terminally  ill  veterans  who  have  a  life  expectancy  of  less  than  6  months.  The 
VFW  has  voiced  its  support  on  behalf  of  the  provision  of  hospice  care  for 
terminally  ill  veterans  at  past  congressional  hearings.  The  VFW  views  such 
care  as  being  compassionate  and  appropriate,  and  very  much  in  keeping  with 
the  VA  health  care  system's  obligation  to  alleviate  the  pain  and  suffering  of  its 
veteran  patients.  In  no  situation  is  this  more  profoundly  true  than  when  a 
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veteran  is  in  great  pain  and  inexorably  moving  toward  death.  The  VFW 
strongly  supports  this  legislative  proposal. 

Mr.  Chairman,  the  final  bill  under  consideration  today  is  a  proposal 
introduced  by  the  Honorable  Barbara  Mikulski  entitled  "Department  of 
Veterans  Affairs'  Health  Professional's  Education  Debt  Reduction  Act."  This 
proposal  would  authorize  the  Secretary  of  Veterans  Affairs  to  implement  a 
program  for  repayment  by  the  Secretary  of  certain  education  costs  incurred  by 
certain  veteran's  health  administration  employees.  Under  the  program,  a  VA 
employee,  other  than  a  physician  or  dentist,  may  receive  assistance  under  the 
education  debt  reduction  program  in  an  amount  not  to  exceed  $4,000  for  each 
full  year  the  individual  serves  in  a  position  in  the  Veterans  Health  Administra- 
tion. The  total  amount  received  may  not  exceed  $12,000. 

Mr.  Chairman,  the  VFW  supports  Senator  Mikulski "s  proposal  as  we  view 
it  as  a  viable  recruitment  and  retention  tool.  We  would  caution,  though,  that 
any  new  education  assistance  program  not  be  in  conflict  with  existing  proposals 
such  as  the  VA's  scholarship  program. 

This  concludes  my  statement.  I  will  be  happy  to  respond  to  any  questions 
you  may  have.  Thank  you. 


PREPARED  STATEMENT  OF  JUNE  WILLENZ,  EXECUTIVE  DIREC- 
TOR, AMERICAN  VETERANS  COMMITTEE 

Mr.  Chairman  and  members  of  the  Committee:  The  American  Veterans 
Committee  (AVC)  appreciates  this  opportunity  to  testify  on  the  important 
legislation  before  you  to  improve  the  quality  of  health  care  services  to  veterans. 
1  am  June  Willenz,  Executive  Director  of  the  American  Veterans  Committee. 
1  also  serve  as  the  Chairperson  of  the  Standing  Committee  on  Women  of  the 
World  Veterans  Federation  which  is  concerned  about  the  status  of  women 
veterans  and  women  war  victims  throughout  the  world. 

These  bills,  on  the  whole,  represent  attempts  to  remedy  deficiencies  in  the 
VA's  health  care  system.  We  support  their  goals  and  are  especially  pleased 
with  the  legislation  that  addresses  the  health  care  needs  of  women  veterans 
which  have  long  been  shortchanged  or  overlooked. 

It  must  be  noted  that  at  present,  the  scope  and  form  of  the  Administration's 
proposed  health  care  reform  package,  and  the  final  shape  it  will  take  after 
Congressional  action,  are  not  known.  How  the  VA  health  care  system  will  fit 
into  any  future  new  system  is  another  unknown.  Our  testimony  will,  therefore, 
address  these  bills  in  the  present  environment. 

Since  one  of  the  bills  is  concerned  with  special  counselling  services  for 
women  veterans  who  have  suffered  sexual  abuse,  1  would  like  to  comment  on 
this  phenomenon  which  has  been  all  too  prevalent  in  humankind's  history. 
Although  International  Humanitarian  Law  has  sought  to  diminish  the  violence 
against  women  that  often  accompanies  armed  conflicts,  current  events  in 
Bosnia  and  other  areas  beset  by  war,  demonstrate  how  little  IHL  has  accom- 
plished. 

In  our  own  country,  the  incidence  of  rape  and  sexual  violence  in  our  Armed 
Forces  during  war  and  in  peacetime  is  something  that  still  needs  to  be 
addressed.  It  has  been  hush-hush  until  events  such  as  the  Tailhook  expose  have 


56 

forced  it  out  in  the  open.  This  Committee's  hearings  last  year  were  an 
important  step  in  that  direction.  The  obligation  of  the  VA  is  to  admit  that  rape 
or  sexual  violence  is  a  war  injury  that  should  be  granted  "service-connection." 

First,  we  wish  to  comment  on  S.  1030.  "to  improve  the  Department  of 
Veterans  Affairs  program  of  sexual  trauma  counseling  for  veterans"  and  to 
improve  other  programs  for  women  veterans.  We  enthusiastically  applaud 
introduction  of  this  bill  by  Chairman  Rockefeller  and  his  colleagues.  S.  1030 
responds,  in  part,  to  the  shortcomings  of  last  year's  legislation,  PL  102-585, 
which  only  barely  addressed  the  serious  problem  of  the  sexual  abuse  of  women 
veterans  while  they  were  serving  on  active  duty. 

This  Committee's  hearings  in  the  summer  of  1992  heard  testimonies  from 
a  number  of  women  which  revealed  a  shocking  story — that  American  military 
women,  active  duty  and  reservists,  who  served  in  the  Gulf  War,  seemed  to  be 
more  in  danger  from  their  fellow  soldiers  or  superiors  than  from  the  enemy. 

We  endorse  the  provisions  of  section  1,  which  are  especially  important  if  the 
VA's  "sexual  trauma  counseling  program"  is  to  effectively  provide  treatment 
to  women  veterans  who  have  experienced  the  trauma  of  sexual  violence  or 
abuse. 

We  are  especially  pleased  that  section  1  extends  the  period  of  eligibility  after 
discharge  that  a  woman  veteran  can  seek  counseling  for  the  trauma  she 
experienced,  and  removes  the  time  limit  for  the  actual  counseling.  The  deep 
psychological  problems  from  sexual  trauma  often  may  not  reveal  themselves 
until  some  time  after  the  event.  Like  other  searing  experiences  that  trigger 
PTSD,  problems  and  disablement  may  occur  years  later.  Therefore,  a  time  limit 
should  not  be  placed  on  when  treatment  should  begin. 

We  applaud  the  provision  that  would  allow  the  VA  to  enter  into  contracts 
with  non-VA  providers  for  such  counseling,  since  the  woman  veteran's 
geographic  location  may  not  allow  for  VA  counseling,  or  the  particular  facility 
may  not  be  adequately  equipped  for  such  treatment.  We  also  agree  that  the  law 
should  provide  for  the  counseling  of  men  as  well  as  women  if  they  have 
experienced  sexual  rape  or  trauma. 

Establishment  of  a  toll-free  number  to  provide  crisis  intervention  and  referral 
services  for  veterans  with  such  experiences  is  a  worthwhile  and  needed 
initiative.  We  commend  the  architects  of  this  legislation  for  developing  this 
concept.  We  hope  that  the  VA  will  keep  statistical  records  of  the  calls  and 
referrals,  not  only  for  purposes  of  the  report  to  the  Congress,  but  also  to  begin 
to  develop  a  data  base  on  the  extent  of  this  problem. 

Lastly,  with  regard  to  section  1,  we  cannot  emphasize  how  important  it  is 
that  veterans  seeking  sexual  trauma  counseling  have  the  same  priority  for  care 
as  other  veterans  coming  into  the  VA's  outpatient  services.  Since  the  vast 
majority  of  such  patients  will  be  women,  and  women  historically,  have  had  a 
more  difficult  time  obtaining  treatment  at  VA  facilities,  it  is  essential  for  the 
VA  to  use  all  the  resources  at  its  command  to  see  to  it  that  this  equal  priority 
takes  place.  The  leadership  of  the  agency  must  spell  this  out  clearly  and 
strongly.  Furthermore,  intake  staff  must  be  well-trained  and  sensitized  as  to 
how  to  deal  with  victims  of  sexual  abuse  so  that  the  veterans  will  be  willing 
to  apply  and  will  not  be  turned  off  It  is  essential  that  records  be  kept  and 
organized  so  that  the  program  can  be  evaluated. 
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This  leads  us  to  section  2  which  requires  the  VA  to  report  to  Congress  on 
the  difficulties  veterans  encounter  in  obtaining  from  VA  determinations  of 
service-connection  for  disabilities  resulting  from  sexual  trauma  experienced 
while  on  active  duty  in  the'  Armed  Forces.  We  cannot  emphasize  enough  how- 
important  this  section  is  if  the  VA  is  going  to  fulfill  its  mandate  to  veterans 
who  have  suffered  sexual  trauma.  Designation  of  "service-connection"  is 
crucial  to  the  veteran  not  only  because  of  the  eligibility  to  receive  immediate 
care  and  treatment  by  the  VA,  but  also  because  it  implies  a  recognition  that  the 
injury  or  disablement  was  not  the  victim's  fault  but  related  to  the  service  given 
to  the  country.  What  must  become  standard  operating  procedure  is  that  any 
incidence  of  sexual  violence  during  the  period  of  the  veterans's  active  service 
shall  be  presumed  to  be  service-connected  unless  the  contrary  is  shown. 

I  wish  to  call  this  Committee's  attention  to  a  paper:  "Psychosocial  Effects 
of  War  and  Other  Disasters,"  written  by  Dr.  Lars  Weisaeth,  a  Norwegian 
psychiatrist  who  has  specialized  in  PTSD  and  stress  traumas  and  is  the 
Chaiiman  of  the  WVF  International  Socio-Medical  Information  Centre 
(WISMIC).  Referring  to  research  on  the  impacts  upon  women  of  the  invasion 
of  Kuwait,  by  a  team  of  specialists  after  the  end  of  the  Gulf  War,  Dr.  Weisaeth 
points  out: 

It  is  important  to  define  an  injury  as  being  inflicted  in  the  context  of 
war.  Thus,  if  you  are  able  to  define  a  rape  as  carried  out  by  an  attacking 
army  on  the  family  or  an  individual  woman,  so  that  it  is  defined  as  a  war 
injury,  the  individual  will  be  in  a  much  better  position  to  work  through 
the  experience  than  if  the  rape  is  seen  as  a  private  personal  tragic  event. 

Long  term  socio-psycho-medical  effects  of  rape  and  other  sexual  abuse  are 
often  hidden  because  of  the  shame  of  the  victims,  especially  in  certain  cultures. 
This  shame,  to  a  lesser  or  greater  degree,  occurs  in  all  societies,  including  our 
own.  Too  often,  the  victim  of  rape  is  often  viewed  unsympathetically  and  even 
blamed  for  what  happened  to  her.  This  is  as  likely  to  happen  in  the  military 
society  in  this  country,  as  in  the  civilian  society.  Therefore,  it  is  crucial  that  the 
victim  not  be  blamed.  Designating  the  effects  of  the  rape  or  other  sexual  abuse 
as  "service  connected"  mandates  the  responsibility  for  treatment  and  healing  to 
the  government,  and  also  helps  in  the  healing  process  by  removing  the  blame 
from  the  victim.  Other  factors  often  not  taken  into  account  when  veterans  are 
treated  are  cultural  and  ethnic  differences.  These  may  be  relevant  to  the  kinds 
of  symptoms  that  a  veteran  develops,  or  how  the  veteran  will  respond  to  certain 
modes  of  treatment.  Special  sensitivity  is  required  in  such  cases.  The  expertise 
of  the  Office  of  the  Chief  Minority  Affairs  Officer  of  the  VA  should  be  utilized 
to  develop  programs  that  would  address  such  situations. 

It  is  essential  that  the  report  asked  for  in  section  2  of  S.  1030,  include 
statistics  so  that  the  extent  of  sexual  abuse  in  the  military,  that  is  acknowl- 
edged, be  known.  It  is  also  important  to  know  how  the  VA  is  addressing  this 
issue,  and  whether  local  and  regional  offices  are  given  adequate  advice  and 
resources. 

There  is  a  question,  however,  whether  the  above  statistics  will  reflect  the 
true  extent  of  the  problem.  Unless  there  is  a  report  in  her  military  record  of  the 
alleged  abuse  or  violence,  the  woman  veteran  under  present  provisions  cannot 
apply  for  service-connection.  Yet,  testimonies  of  women  veterans  made  it  clear 
that  military  women  were  discouraged  from  complaining  or  stepping  forward. 
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by  the  climate  of  the  military  environment.  Therefore,  the  numbers  of  women 
veterans  who  turn  to  the  VA  for  counseling  may  represent  a  tip  of  the  iceberg. 

This  burden  must  be  on  the  armed  services  to  correct  the  abuse  as  wall  as 
the  reporting  of  the  abuse.  Until  the  above  is  accomplished,  however,  the  VA 
should  be  less  rigid  about  gaps  in  the  military  record  regarding  alleged 
incidents  of  sexual  violence.  The  veteran's  sworn  statement  plus  any  later 
testimonies  of  medical  personnel  or  witnesses,  and  other  persons  to  whom  the 
victim  have  informed  of  the  event,  should  be  considered  in  lieu  of  an  incident 
in  the  military  record. 

Section  3  also  addresses  deficiencies  in  PL  102-585.  We  applaud  the 
provision  that  would  require  the  VA  to  have  full  time  women  veterans 
coordinators  at  the  regional  offices.  We  have  long  advocated  full-time  women 
veterans  coordinators  at  all  the  VA  hospitals.  There  is  no  better  way  to  increase 
the  quality  and  quantity  of  medical  benefits  and  services  for  women  veterans 
than  to  strengthen  the  positions  of  women  coordinators  in  the  VA  hospitals.  All 
the  directives  in  the  world  from  Central  Office  will  not  have  the  impact  of  a 
motivated  women  veteran  coordinator  who  has  the  full  backing  of  the 
administrators  of  the  facility.  Therefore  it  is  extremely  important  that  this 
section  be  enacted  into  law.  We  would  urge  that  there  be  a  report  to  Congress 
on  how  it  is  implemented. 

Regarding  the  specific  provisions  of  this  section,  we  are  pleased  that  it 
mandates  the  regional  women  veterans  coordinators  to  "facilitate  communica- 
tion between  women  veterans  coordinators  under  the  jurisdiction  of  such 
regional  coordinator"  and  the  Under  Secretary  of  Health,  and  the  Secretary  of 
Veterans  Affairs.  Since  the  Office  of  the  Chief  Minority  Affairs  Officer  is  now 
in  the  Office  of  Planning  and  Policy,  it  would  be  important  also  to  encourage 
cooperation  between  the  women  veterans  coordinators  and  the  CMAO.  At  a 
minimum,  under  the  aegis  of  the  CMAO  and  the  Advisory  Committee  on 
Women  Veterans,  yearly  meetings  should  be  held  of  all  the  coordinators  with 
these  VA  officials.  To  ensure  compliance,  a  report  should  be  made  to 
Congress. 

This  section  also  requires  the  Secretary  to  ensure  that  women  veterans 
coordinators  have  "sufficient  resources,  including  clerical  support"  to  carry  out 
their  responsibilities.  While  this  varies  from  facility  to  facility,  it  is  my 
observation  based  on  visits  to  a  number  of  hospitals  when  I  served  on  the  VA 
Advisory  Committee,  as  well  as  discussions  with  coordinators,  that  as  long  as 
this  was  one  of  their  many  duties,  it  was  extremely  difficult  to  truly  serve 
effectively.  It  is  important  that  it  be  articulated  that  even  if  she  has  other  duties, 
"coordinating"  is  her  primary  function.  Furthermore,  the  ability  of  the 
coordinator  to  carry  out  her  tasks  depends  on  the  importance  the  Director  of  the 
Hospital  and  Chief  of  Staff  places  on  them.  Therefore,  we  welcome  the 
provision  that  provides  the  coordinators  to  have  direct  access  to  those 
administrators. 

Before  leaving  the  subject  of  VA  programs  for  women,  let  me  comment  on 
the  GAO  Report  of  1992:  "VA  Health  Care  for  Women:  Despite  Progress, 
Improvements  Needed,"  which  pointed  out  that  a  great  deal  still  needs  to  be 
done  to  insure  access  and  adequate  health  care  for  women  veterans.  This  report 
was  discussed  during  this  Committee's  hearings  July  1992.  However,  the 
testimonies  of  women  veterans  and  close  observers  at  those  hearings  revealed 
that  the   1992  GAO  Report  only  told  part  of  the  story,  that  there  was  a 
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dismaying  tale  of  failure  on  the  part  of  the  VA  to  meet  its  own  standards  for 
upgrading  medical  services  for  women  veterans. 

For  those  of  us  who  took  part  in  the  early  efforts  to  change  the  way  women 
veterans  were  being  treated  by  the  VA,  the  GAO  Report  of  1992  and  the 
testimony  given  during  the  July  1992  hearings  provoked  a  strong  "deja  vu" 
feeling.  So  much  had  not  changed.  Women  veterans  were  still  not  being 
reached;  full  physical  examinations  were  not  being  given;  hospital  staffs  were 
still  cavalier  in  their  approach  to  women  veterans;  and  the  privacy  situation  at 
many  facilities  was  still  either  inadequate  or  non-existent. 

This  is  shocking  news.  The  American  Veterans  Committee  had  identified  in 
the  1970"s  (when  a  major  National  Academy  of  Sciences  study  left  them  out) 
that  women  veterans  were  falling  through  the  cracks  of  the  veterans  benefits 
system.  The  AVC  urged  immediate  remedies,  including  the  formation  of  an 
Advisory  Committee  on  Women  Veterans.  In  1982,  the  GAO,  at  the.  request 
of  Senator  Inoyue,  did  the  study  "Actions  Needed  to  Insure  That  Female 
Veterans  Have  Equal  Access  to  VA  Benefits."  Its  findings  of  neglect  shook  the 
veterans  community  and  Capitol  Hill,  and  helped  pave  the  way  for  the  1983 
Congressional  hearings  and  the  legislation  which  created  the  VA  Advisory 
Committee  on  Women  Veterans. 

i  testified  during  the  1983  hearings  and  was  a  member  of  the  very  first 
Advisory  Committee  appointed  by  Administrator  Harry  Walters.  I  can  attest  to 
the  aggressive  efforts  at  that  time  to  turn  the  VA  around  regarding  its  treatment 
of  women  veterans.  During  its  early  years,  the  Advisory  Committee  had  a  full- 
time  Secretariat  with  full  support  services,  located  near  the  Administrator's 
office.  It  is  my  understanding  that  in  recent  years,  it  has  functioned  with 
considerably  less  administrative  muscle.  We  suggest  it  is  time  to  bolster  the 
administrative  capabilities  of  the  Advisory  Committee,  along  with  strengthening 
the  positions  of  the  women  veterans  coordinators  at  the  VA  Hospitals,  as  does 
S.  1030. 

P.L.  102-585,  passed  last  year,  which  addressed  women  veterans  health 
issues,  required  a  report  by  the  VA  on  the  "provision  of  health  care  services 
and  the  conduct  of  research  carried  out  by,  or  under  the  jurisdiction  of,  the 
Secretary,  relating  to  women  veterans.  The  report  submitted  by  Secretary  Jesse 
Brown  this  year  indicated  that  there  was"  no  centralized  data  base"  for  much 
of  the  information  required. 

This  admission  is  difficult  to  understand  since  a  centralized  data  base  on 
medical  services  to  women  veterans  was  requested  years  ago.  At  every 
Advisory  Committee  meeting  I  had  been  to,  the  need  for  such  a  data  base  was 
expressed.  It  is  hard  to  believe  its  does  not  exist  even  now. 

in  the  same  vein,  it  is  hard  to  understand  why  the  "use  of  the  Decentralized 
Hospital  Computer  Program"  is  being  "underutilized."  Without  data,  it  is 
impossible  to  evaluate  programs  or  to  develop  appropriate  policies.  Leadership 
and  the  commitment  of  the  top  officials  of  the  VA  is  essential  to  ensure  that 
all  the  resources  and  technology  of  the  VA  be  used  to  keep  track  of  this  crucial 
data. 

We  urge  this  Committee  continue  to  exercise  oversight  on  the  progress  of 
the  VA's  data  collection  so  that  it  can  begin  to  realize  its  obligations  to  women 
veterans.  And  we  hope  that  Congress  will  appropriate  funds  for  needed 
research  on  women  veterans  health  issues. 
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Other  Bills — We  support  Senator  Daschle's  bill  which  would  extend  the 
period  of  eligibility  of  certain  veterans  for  medical  care  for  exposure  to  dioxin 
or  ionizing  radiation.  Likewise,  we  also  endorse  S.  852,  Senator  Conrad's  bill 
which  would  promote  adult  day  health  care. 

Regarding  S.  452,  there  is  ample  evidence  of  the  lack  of  health  care  in  rural 
areas.  Bruce  Behringer  of  the  National  Rural  Health  Association,  testifying 
before  this  Committee's  Oversight  Subcommittee  earlier  this  year,  summarized 
the  problems  of  rural  health  care  in  America:  "...rural  health  care  has  a  fragile 
infrastructure,  some  special  demographic  and  health  status  considerations  and 
a  demand  for  services  inherently  limited  by  small  population  numbers."  To  best 
serve  the  needs  of  veterans,  he  suggested  that  "a  relationship  between  rural 
health  systems  and  the  VA  health  system  should  be  molded  to  build  on  the 
strengths  of  each.  "The  goal  of  this  Committee  to  improve  access  to  care  and 
the  health  status  of  veterans  can  be  accomplished  through  cooperative  efforts 
designed  to  take  advantage  of  the  proximity  of  local  delivery  systems 
coordinated  with  the  strong  secondary  and  specialty  services  provided  at  the 
VA,"  Mr.  Behringer  suggested. 

While  we  think  that  the  objectives  of  S.  452  are  admirable,  we  are 
wondering  whether  there  are  possible  cooperative  modalities  that  have  not  been 
fully  explored.  Certainly,  utilizing  local  delivery  systems  ,  as  suggested  by  Mr. 
Behringer,  is  one.  Another  would  be  to  utilize  facilities  of  the  other  Federal 
Health  systems,  i.e.,  Dept.  of  Defense,  and  the  Indian  Health  Service,  and 
expand  current  cooperative  programs  and  use  of  facilities  by  these  Federal 
health  care  systems. 

The  American  Veterans  Committee  Veterans  and  Armed  Forces  Affairs 
Platform  has  long  sought  better  coordination  between  the  VA  and  other  Federal 
health  services.  The  AVC,  in  1983,  passed  a  resolution  as  follows: 

BETTER  COORDINATION  BETWEEN  THE  VA  AND  OTHER  GOV- 
ERNMENT HOSPITAL  SYSTEMS 

The  United  States  currently  operates  five  separate  hospital  and  clinic 
systems:  Army,  Navy,  Air  Force  (operated  by  the  Department  of 
Defense),  the  Indian  health  Service  (operated  by  the  Department  of 
Health  and  Human  Services)  and  the  VA.  ... 

In  light  of  AVC's  long  history  of  favoring  rationalization  of  govern- 
ment processes,  welcome  the  enactment  of  PL  97-174,  the  VA  and  DOD 
Health  Resources  Sharing  and  Emergency  Operations  Act'..  This  Act  sets 
up  a  coordinating  mechanism  between  the  VA  and  DOD  and  should 
greatly  extend  resource  sharing  and  coordination.  AVC  is  watching  the 
implementation  of  this  Act  with  interest,  and  will  work  towards  the 
inclusion  of  the  Indian  Health  Service  in  the  sharing  mechanism. 

In  addition,  we  ask  those  responsible  for  each  Federal  system,  where 
feasible;  to  provide  for  the  use  of  non-Federal  hospitals  to  render  services 
to  Federal  beneficiaries  on  a  reimbursement  bases  after  the  manner  of 
CHAMPUS  and  CHAMPVA. 
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Therefore,  we  have  applauded  the  implementation  of  sharing  agreements 
among  the  various  Federal  systems.  Only  last  month,  a  Conference  on  Federal 
Health  Systems,  held  at  the  Uniformed  Services  University  of  the  Health 
Sciences,  provided  remarkable  testimony  on  the  accomplishments  and  benefits 
of  the  cooperation  between  various  programs  and  local  facilities  among  the 
different  federal  systems  to  all  the  beneficiaries.  Particularly,  as  the  nation 
moves  towards  health  care  reform  and  rationalization  of  existing  delivery  of 
service  systems,  we  would  urge  serious  exploration  of  those  possibilities. 

On  the  other  side  of  the  coin,  there  are  areas  where  VA  facilities  are  under- 
utilized. Last  year,  we  endorsed  the  joint  effort  of  the  VA  and  the  HHS  to 
bring  health  care  to  veterans  in  rural  areas  where  there  was  no  VA  hospital  by 
using  the  capability  of  a  community  facility,  as  well  as  making  available 
unused  beds  in  a  veterans  hospital  to  non-veterans  in  an  underserved  rural  area. 
This  kind  of  joint  venture,  which  is  of  benefit  both  to  the  veterans  and  to  the 
local  community  should  not  be  dismissed  out  of  hand,  but  should  be  reexam- 
ined. 

We  endorse  Senator  Rockefeller's  bill  to  conduct  a  hospice  care  pilot 
program  and  to  provide  hospice  care  services  to  terminally  ill  veterans.  Such 
an  initiative  is  consistent  with-the  pioneer  efforts  of  the  VA  in  geriatric 
medicine.  We  wish  to  point  out  that  under  "1761  Definitions,"  item  (6),  it 
would  be  more  accurate  to  set  as  a  goal  "to  maintain  a  person's  'comfort'" 
rather  than  a  person's  "health"  since  we  are  dealing  with  terminally  ill  patients. 

Although  we  applaud  the  intent  of  Senator  Mikulski's  bill  to  assist  certain 
health  care  VA  employees  pay  off  education  debts  incurred  to  improve  their 
skills,  we  wonder  why  there  is  no  stipulation  for  a  certain  length  of  employ- 
ment at  the  VA  after  the  repayment  is  made.  By  not  requiring  a  certain  length 
of  time  of  employment  at  the  VA  after  the  repayment  of  the  loan  or  interest, 
such  an  assistance  program  would  not  encourage  these  employees  to  remain  in 
a  career  path  in  the  VA.  That  seems  to  us  counter  to  the  intent  of  the  bill 
which  is  to  recruit  and  retain  individuals  in  areas  and  positions  where  such 
recruitment  and  retention  have  been  difficult. 

We  thank  the  Chairman  and  Members  of  the  Committee  for  the  opportunity 
to  testify  on  these  important  bills. 


PREPARED  STATEMENT  OF  JAMES  W.  HOLSINGER,  JR.,  M.D., 
UNDER  SECRETARY  FOR  HEALTH,  DEPARTMENT  OF  VETER- 
ANS AFFAIRS 

Mr.  Chairman  and  members  of  the  Committee:  I  am  pleased  to  be  here  to 
present  the  Department's  views  on  seven  different  bills  being  considered  by  the 
Committee. 

They  cover  a  wide  range  of  subjects  related  to  VA's  provision  of  health  care 
services.  We  support  most  provisions  in  the  bills  before  the  Committee, 
however  there  are  some  on  which  we  recommend  modifications,  and  others 
which  we  cannot  support  at  this  time. 
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S.  1030 — Sexual  Trauma  Counseling 

Mr.  Chairman,  I  will  begin  by  discussing  the  various  provisions  of  S.  1030, 
your  bill  to  improve  the  authority  Congress  provided  VA  last  year  to  provide 
counseling  to  veterans  who  were  victims  of  sexual  trauma  during  service.  We 
support  the  bill,  and  recommend  that  you  consider  modifying  a  few  of  its 
provisions. 

The  law  enacted  last  year  authorizes  us  to  provide  sexual  trauma  counseling 
services  through  December  31,  1995.  It  also  imposes  strict  time  limitations  on 
our  authority  to  contract  for  such  counseling,  on  the  windows  of  eligibility  for 
women  veterans  seeking  these  counseling  services,  and  on  the  maximum  length 
of  time  a  woman  veteran  may  receive  sexual  trauma  counseling.  Your  bill 
would  extend  both  the  program  authority  and  the  Secretary's  contracting 
authority  through  December  31,  1998.  it  would  also  eliminate  the  time 
limitations  relating  to  veterans'  eligibility  for  sexual  trauma  counseling  and 
repeal  the  time  limitation  regarding  the  period  of  receipt  of  counseling. 

We  strongly  support  extending  this  program,  indeed  we  recommend  that  you 
permanently  authorize  it  by  striking  the  sunset  provision  on  both  the  program, 
and  the  contract  authority.  Our  own  task  force  on  sexual  trauma,  and  the 
Steering  Committee  of  the  National  Women  Veterans'  i^ealth  Training 
Program,  have  advised  us  that  a  veteran's  need  for  sexual  trauma  counseling 
often  does  not  manifest  itself  until  many  years  after  the  occurrence  of  sexual 
trauma,  in  addition,  some  victims  of  sexual  trauma  may  be  unable  to  seek 
counseling  for  many  years,  and  some  who  receive  counseling  may  need  to 
return  years  later  to  deal  with  a  recurrence  of  anxiety  or  other  symptoms.  To 
prevent  veterans  from  being  denied  the  counseling  needed  for  sexual  trauma 
which  occurred  while  they  were  on  active  duty,  we  believe  that  the  time  limits 
on  the  program  should  be  removed. 

We  are  also  extremely  concerned  that  those  women  discharged  before 
December  31,  1991,  not  lose  eligibility  for  counseling  at  the  end  of  this  year, 
as  would  be  the  case  under  existing  law.  We  strongly  support  extending  that 
time  frame  and  recommend  that  you  consider  eliminating  that  time  limitation 
entirely.  We  also  support  the  provisions  of  the  bill  which  would  eliminate  other 
time  limitations  included  in  the  current  program. 

This  bill  would  also  eliminate  all  references  to  "women"  in  the  current  law, 
thereby  extending  eligibility  for  sexual  trauma  counseling  services  to  male 
veterans  who  suffer  sexual  trauma  while  serving  on  active  duty  We  see  no 
reason  to  discriminate  on  the  basis  of  gender  in  the  providing  oi  this  benefit, 
and  we  support  this  aspect  of  the  bill.  The  measure  would  also  increase  the 
outpatient  priority  for  care  received  by  veterans  eligible  for  sexual  trauma 
counseling.  We  also  support  that  provision. 

We  generally  support  the  provisions  of  the  bill  pertaining  to  regional 
coordinators  of  women's  services.  We  agree  that  regional  coordinators  should 
serve  on  a  full-time  basis.  At  this  time,  we  have  full-time  persons  in  two  of  our 
regions,  and  we  are  actively  recruiting  persons  for  the  other  two  regions.  We 
also  support  clarifying  that  the  coordinator  is  responsible  for  facilitating 
communication  between  the  coordinators  in  each  hospital,  and  between  the 
Under  Secretary  of  Health  and  the  Secretary.  We  will  give  full  support  to  the 
coordinators  working  in  the  field  both  in  terms  of  funding,  personnel,  clerical 
support  and  communications  needs. 
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The  bill  would  also  direct  that  we  establish  a  new  "800  number"  phone 
system  to  provide  information  about  the  sexual  trauma  counseling  program.  We 
believe  such  a  toll  free  number  can  be  useful  in  conveying  information  about 
benefit  programs,  and  to  that  end  the  Department  already  operates  such  a 
system  with  respect  to  all  veterans  benefits.  We  believe  the  best  approach 
would  be  for  VA  to  train  our  existing  operators  in  the  services  available  in  the 
sexual  trauma  counseling  program  and  allow  them  to  serve  the  function 
contemplated  by  the  bill.  That  would  be  considerably  more  cost-effective. 
Moreover,  we  would  also  be  pleased  to  provide  the  Congress  with  any 
available  information  needed  about  the  phone  system  use  in  lieu  of  fulfilling 
the  reporting  requirement  contained  in  the  bill. 

Finally,  we  want  to  express  some  concern  with  the  new  report  requirement 
pertaining  to  the  difficulties  veterans  encounter  in  obtaining  service-connection 
for  disabilities  relating  to  sexual  trauma.  Developing  and  assembling  such 
information  would  be  difficult,  and  we  believe  resources  might  be  better  used 
for  other  purposes. 

Draft  Bill — ^Women's  Health  Care 

Mr.  Chairman,  I  next  turn  to  your  draft  bill  which  pertains  to  women 
veterans  and  their  health  care  needs. 

We  support  two  parts  of  the  draft  bill  without  changes.  First,  the  draft  bill 
would  authorize  us  to  contract  for  outpatient  care  for  women  veterans  when  we 
either  lack  the  capability  to  provide  the  care  in  our  own  facilities,  or  cannot 
provide  the  care  economically  in  our  facilities  because  they  are  geographically 
remote  from  the  patient.  We  already  have  authority  to  contract  for  hospital  care 
for  women  in  those  circumstances,  and  this  provision  would  extend  the 
authority  to  ambulatory  care. 

Second,  the  draft  bill  would  require  that  we  prescribe  quality  assurance  and 
quality  control  standards  for  the  provision  of  mammograms.  The  standards 
must,  to  the  extent  practicable,  conform  to  similar  standards  promulgated  by  the 
Department  of  Health  and  Human  Services.  We  support  enactment  of  this 
requirement. 

Another  provision  in  the  draft  bill  would  expand  the  requirements  for  a 
population  study  of  women  veterans  authorized  last  year  by  Public  Law 
102-585.  We  do  not  object  to  the  measure.  I  would  note,  however,  that  we 
have  not  begun  work  on  this  study  because  the  law  provided  that  we  could 
carry  it  out  only  if  Congress  specifically  appropriated  money  to  do  it.  No  such 
appropriation  has  been  made. 

Public  Law  102—585,  enacted  last  year,  clarified  that  we  have  authority  to 
provide  various  female  gender  specific  services  such  as  pap  smears,  breast 
examinations,  mammography,  and  general  reproductive  health  care.  That  law 
specifically  prohibited  the  furnishing  of  infertility  services,  abortions,  or  care 
for  pregnancy.  This  draft  bill  would  change  the  law  to  authorize  us  specifically 
to  provide  "comprehensive  reproductive  health  care,  including  pregnancy- 
related  care,"  and  to  provide  for  "the  management  of  infertility." 

To  authorize  VA  to  provide  comprehensive  reproductive  care  as  described 
in  the  draft  bill  would  be  a  significant  departure  from  past  practice.  We  are  not 
now  equipped  to  provide  those  services;  we  do  not  have  staff  or  facilities  to 
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provide  obstetrical  care.  Although  we  have  not  had  the  opportunity  to  estimate 
costs  to  provide  such  care,  I  am  certain  they  would  be  considerable.  More 
importantly,  however,  we  are  awaiting  the  unveiling  of  the  President's  plans  for 
national  health  care  reform.  To  some  extent,  new  directions  for  VA  will  be 
governed  by  those  plans.  Until  we  know  how  the  President's  proposals  will 
impact  on  VA,  we  cannot  support  a  proposal  to  authorize  broad  new  responsi- 
bilities like  that  contained  in  this  draft  bill. 

We  ask  that  two  final  provisions  in  the  draft  bill  be  reconsidered.  One  of 
those  would  add  additional  detailed  requirements  for  a  report  VA  must  make 
on  women's  health  care  and  research,  a  report  required  of  VA  by  Public  Law 
102—585.  Compliance  with  the  additional  reporting  requirements,  because  they 
are  so  broad,  would  be  extremely  burdensome  and  expensive.  The  second 
provision  would  expand  and  clarify  the  actions  the  Secretary  must  take  to  foster 
and  encourage  research  involving  women.  Public  Law  102-585  required  the 
Secretary  to  "encourage  the  initiation  and  expansion  of  research  relating  to  the 
health  of  veterans  who  are  women."  This  draft  bill  would  provide  that  to  do 
that,  the  Secretary  must  consult  with  various  parties  identified  in  the  draft  bill, 
and  it  further  suggests  that  research  be  conducted  in  some  eight  specific  areas, 
over  the  years,  we  have  regularly  taken  the  position  that  the  research  we 
undertake  should  not  be  conditioned,  but  should  be  approved  on  the  basis  of 
normal  merit  review  processes. 

S.  1094 — Agent  Orange  and  Ionizing  Radiation  Treatment 

Authority 

Mr.  Chairman,  we  currently  have  unique  authority  to  provide  veterans  with 
hospital  and  nursing  home  care  for  disabilities  which  may  be  related  to  their 
exposure  to  Agent  Orange,  or  to  ionizing  radiation.  The  authority  will  expire 
at  the  end  of  this  year,  and  S.  1094  would  extend  it  for  ten  years  through  the 
year  2003.  As  you  know,  Congress  first  granted  VA  the  special  authority  in 
1981,  at  a  time  when  we  lacked  knowledge  about  the  effects  of  exposure  to 
both  Agent  Orange  and  radiation.  Congress  believed  VA  should  provide 
treatment  to  veterans  who  might  have  disabilities  resulting  from  exposure  while 
answers  were  sought  to  questions  about  the  effect  of  exposure.  Unfortunately, 
we  continue  to  lack  definitive  answers.  This  summer  the  National  Academy  of 
Science  will  submit  its  report  on  the  health  effects  of  Agent  Orange.  We 
recommend  that  the  authority  be  extended  for  two  more  years  so  that  we  will 
have  time  to  consider  whether  a  long-term  extension  is  warranted  in  light  of  the 
NAS  report.  This  alternative  recognizes  the  NAS  effort  and  does  not  preclude 
further  extensions  of  the  Agent  Orange  eligibility  after  1995. 

S.  852 — ^Adult  Day  Health  Care  in  State  Homes 

Mr.  Chairman,  1  next  turn  to  a  bill  introduced  by  Senator  Conrad,  S.  852, 
which  would  enhance  the  ability  of  States  to  offer  adult  day  health  care 
programs  in  State  homes.  The  bill  would  authorize  us  to  pay  states  a  per  diem, 
at  a  rate  to  be  determined  by  the  Secretary,  for  veterans  who  receive  such  care 
in  a  State  Home.  It  would  also  authorize  construction  grants  to  states  for  use 
in  developing  facilities  to  furnish  such  care. 

Adult  day  health  care  as-furnished  in  VA  facilities  generally  refers  to  the 
provision  of  health  and  health-related  services,  in  a  congregate  setting,  during 
daytime  hours.  In  such  programs,  services  provided  include  medical,  nursing, 
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rehabilitative,  social,  recreational,  and  educational  services.  Adult  day  health 
care  enables  individuals  to  continue  living  at  home,  rather  than  in  a  nursing 
home  or  other  institutional  setting.  As  now  configured.  State  Veterans  Homes 
provide  hospital,  nursing  home,  and  domiciliary  care  in  facilities  owned  and 
operated  by  the  states.  There  are  currently  71  such  facilities  in  41  states.  VA 
contributes  toward  the  cost  of  constructing  and  renovating  the  facilities  through 
a  grant  program,  and  also  helps  pay  operational  costs  by  paying  states  a  per 
diem  for  veterans  living  in  the  facility. 

We  certainly  support  the  concept  of  extending  adult  day  health  care,  but  we 
do  not  know  if  providing  it  through  State  homes  is  cost  effective.  Accordingly, 
we  suggest  deferring  action  until  VA  can  undertake  and  complete  a  cost- 
effectiveness  study. 

S.  452 — Rural  Health  Care  Clinics  Program 

Mr.  Chairman,  S.  452  would  direct  that  VA  expand  its  efforts  to  provide 
care  to  veterans  living  in  areas  geographically  remote  from  VA  health  care 
facilities.  It  would  require  that  we  establish  what  amounts  to  a  pilot  program 
to  furnish  care  through  both  mobile  health  care  clinics,  and  part-time  stationary 
clinics.  Although  we  strongly  support  efforts  to  serve  veterans  living  in  remote 
and  rural  areas,  and  are  attempting  to  improve  services  to  those  veterans,  we 
cannot  support  S.  452. 

Specifically,  the  bill  would  require  that  we  establish  a  three-year  program 
under  which  we  would  establish  at  least  nine  new  clinics  to  furnish  care  to 
veterans  in  areas  located  more  than  100  miles  from  an  existing  Department 
facility.  We  could  also  furnish  care  in  other  less  remote  areas  if  the  Secretary 
deems  it  appropriate.  At  least  three  clinics  would  have  to  be  established  each 
year  and  at  least  one  of  those  would  have  to  be  a  mobile  clinic.  Eligibility  for 
care  in  the  clinics  would  be  the  same  as  eligibility  for  outpatient  care  in  any 
VA  facility.  Finally,  the  bill  would  require  that  we  evaluate  the  program  at  the 
end  of  three  years  and  report  to  Congress.  The  bill  would  authorize  expendi- 
tures for  the  program  of  $3  million  in  Fiscal  Year  1994,  $6  million  in  Fiscal 
Year  1995,  and  $9  million  in  Fiscal  Year  1996,  but  would  also  provide  that  no 
funds  could  be  expended  for  the  program  unless  expressly  provided  for  in  an 
appropriations  Act. 

Mr.  Chairman,  late  last  year,  we  placed  six  mobile  health  care  clinics  in 
operation  under  a  program  authorized  in  1988  by  Public  Law  100-322. 
Implementation  of  that  program  was  time  consuming  due  to  the  lengthy  period 
required  to  contract  for  mobile  clinics  and  have  them  built.  We  are  conducting 
a  thorough  evaluation  of  the  operation  of  the  existing  clinics,  as  required  by 
law,  and  will  report  to  Congress  on  their  effectiveness  in  July  1994,  with  a 
final  report  due  in  February  1995.  There  are  questions  about  the  reliability, 
durability,  and  expense  of  such  clinics,  and  we  strongly  believe  the  Department 
should  not  embark  on  the  purchase  of  additional  units  until  completion  of  the 
evaluations. 

With  respect  to  free  standing  clinics,  the  Department  has  well  established 
planning  criteria  used  to  determine  when  and  where  clinics  should  be 
established.  We  ask  the  Committee  to  refrain  from  overriding  our  existing 
planning  tools  and  directing  the  Department  to  establish  new  stationary  clinics 
under  a  separate  pilot  program. 
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Draft  Bill — Hospice  Care  Program 

This  draft  bill  would  direct  the  Secretary  to  undertake  two  different  projects 
to  furnish  hospice  care  services  to  terminally  ill  veterans.  The  first  project 
would  be  a  five-year  pilot  program  to  determine  the  feasibility  and  desirability 
of  furnishing  such  services.  We  would  furnish  complete  hospice  care  services 
at  between  15  and  30  medical  centers  using  three  different  mechanisms 
including  direct  VA  care,  and  contract  care.  The  second  project  would  involve 
our  furnishing  much  more  limited  palliative  care  to  veterans,  both  directly  and 
through  contracting.  We  would  have  to  evaluate  both  projects  continuously  and 
report  annually  to  the  Congress  regarding  the  evaluations.  The  draft  bill  is 
essentially  the  same  as  S.  1358  in  the  102nd  Congress. 

The  Department  strongly  supports  the  furnishing  of  hospice  care  services  to 
terminally  ill  veterans  as  the  most  effective  and  humane  way  to  care  for  those 
who  choose  it.  Two  years  ago  we  testified  before  this  committee  on  the  subject 
of  hospice  care,  and  we  frankly  had  to  admit  that  although  we  supported  the 
provision  of  hospices,  we  did  not  have  adequate  programs.  In  the  ensuing  two 
years,  we  have  taken  major  steps  to  establish  programs  for  the  terminally  ill  in 
every  one  of  our  health  care  facilities.  We  believe  we  are  operating  excellent 
programs  and  respectfully  request  that  you  reconsider  the  need  for  new 
legislation  in  this  area.  In  addition,  we  believe  resources  which  would  be 
expended  for  this  program  would  be  best  used  to  enhance  the-programs  we 
now  operate.  1  want  to  briefly  describe  those  programs. 

Hospice  actually  refers  to  how  one  delivers  care  to  the  terminally  ill  patient. 
Every  medical  center  in  our  system  has  in  place  a  hospice  consultation  team, 
which  is  the  heart  of  the  program.  The  consultation  team  exists  to  make  certain 
that  the  patient  receives  "hospice"  care.  The  team  includes,  at  a  minimum,  a 
physician,  a  nurse,  a  social  worker,  and  a  chaplain.  Each  team  consults  with  the 
patient's  primary  care  team  on  pain  management  and  other  care  issues. 
Additionally,  the  team  is  responsible  for  advising  hospital  management  on 
policies  and  procedures  related  to  provision  of  hospice  and  palliative  care.  Each 
team  develops  and  maintains  expertise  in  the  clinical  care  of  the  terminal 
patient,  and  in  the  ethical  issues  involved  in  the  care  of  the  dying  patient. 
Finally,  the  team  keeps  constantly  abreast  of  developments  in  Medicare  and 
Medicaid  hospice  programs  as  well  as  local  community  hospice  programs. 

Some  VA  medical  centers  operate  specially  designated  inpatient  wards 
devoted  exclusively  to  caring  for  the  terminally  ill.  Thirty  nine  of  our  facilities 
now  provide  such  inpatient  hospice  programs.  Whether  to  operate  such  an 
inpatient  unit  is  left  to  individual  medical  center  management  and  is  somewhat 
dependent  on  bed  availability,  want  to  emphasize,  however,  that  we  are 
providing  hospice  care  in  all  of  our  facilities.  Those  facilities  with  separate 
inpatient  hospice  units  are  not  providing  better  hospice  care  than  those  without 
units  they  are  just  providing  the  care  in  a  different  type  of  setting. 

Hospice  care  is  also  provided  to  some  veterans  through  community  based 
home  hospice  care  providers.  In  cases  where  veterans  are  eligible  for  contract 
care,  VA  purchases  the  care  for  them.  Additionally,  veterans  over  the  age  of 
sixty-five  are  ordinarily  eligible  for  Medicare  benefits.  When  home  hospice 
care  is  available  through  Medicare  approved  programs,  our  medical  centers 
refer  patients  to  those  programs. 
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S.  1 122— Education  Debt  Reduction  Act 

Mr.  Chairman,  S.  1122  would  authorize  a  new  program  to  enhance  our 
ability  to  retain  certain  scarce  health  care  professionals.  Under  the  program  VA 
would-agree  to  help  pay  an  employee's  student  loan  in  exchange.;  for  a  period 
of  service  obligation.  VA  would  enter  into  an  agreement  to  pay  up  to  $4,000 
per  year  of  service  to  help  pay  a  loan  the  employee  incurred  for  education  that 
qualified  the  person  for  the  VA  employment.  In  exchange,  the  employee  would 
agree  to  satisfactorily  complete  one  year  of  employment.  Payment  would  be 
made  only  after  completion  of  the  one-year  obligation.  The  maximum  any 
employee  could  receive  would  be  $12,000.  Preference  in  the  program  would 
be  accorded  to  employees  in  hard  to  recruit  specialties.  The  program  would  not 
be  available  to  physicians  or  dentists. 

VA  supports  this  initiative.  The  loan  repayment  program  would  help  us  to 
retain  health  care  personnel  in  a  time  when  employees  often  work  for  us  for  a 
period,  and  then  move  on  to  private  sector  positions.  Administration  of  the 
program  would  be  quite  easy  given  that  payments  would  not  be  made  until 
completion  of  obligated  service.  We  suggest  that  the  bill  be  amended  so  that 
this  benefit  would  be  available  only  for  hard  to  recruit  specialities.  We  believe 
your  intent  is  to  use  this  recruitment  and  retention  tool  only  where  it  is  needed. 

Mr.  Chairman,  this  completes  my  testimony.  I  would  be  pleased  to  respond 
to  questions. 


STATEMENT  OF  THE  AMERICAN  ASSOCIATION  OF  NURSE 
ANESTHETISTS  AND  THE  ASSOCIATION  OF  VETERANS  AF- 
FAIRS NURSE  ANESTHETISTS 

The  American  Association  of  Nurse  Anesthetists  (AANA)  and  the 
Association  of  Veterans  Affairs  Nurse  Anesthetists  (AVANA)  appreciate  the 
opportunity  to  comment  on  the  proposed  "Department  of  Veterans  Affairs 
Health  Professionals  Education  Debt  Reduction  Act,"  S.  1 122.  The  AANA  is 
the  professional  society  that  represents  over  25,000  certified  registered  nurse 
anesthetists  (CRNA's).  which  is  96  percent  of  all  nurse  anesthetists  in  the 
United  States.  The  AVANA  is  the  specialty  organization  representing  several 
hundred  Department  of  Veterans  Affairs  (DVA)  nurse  anesthetists. 

Historical  Perspective  of  VA  CRNA  Practice 

Throughout  the  United  States,  CRNA's  personally  provide  more  than  65% 
of  all  anesthetics  administered  annually,  according  to  a  1988  Center  for  Health 
Economics  Research  study.  Approximately  75%  of  the  anesthesia  administered 
to  patients  in  the  VA  Medical  Centers  (VAMC's)  is  done  by  CRNA's. 

In  1990,  the  concern  over  recruitment  and  retention  of  registered  nurses 
(RN's)  and  CRNA's  in  the  VA  became  so  great  that  Congress  responded  by 
passing  legislation  to  increase  the  pay  of  VA  RN's,  including  CRNA's,  and 
appropriating  monies  to  programs  in  the  VA  which  provided  educational 
assistance  to  RN's  seeking  to  become  CRNA's.  Although  these  efforts  have 
been  helpful  in  retaining  CRNA's,  there  continues  to  be  a  shortage  of  CRNA's 
in  the  VA.  Based  on  data  from  the  VA  Central  Office  (VACO)  report  of  March 
1993,  the  following  figures  applied  to  VA  CRNA  positions: 
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435 — filled  full-time  equivalent  employee  CRNA  positions 

66 — reported  vacant  CRNA  positions  for  FY92 

Facilities  reported  that  of  the  66  nurse  anesthetist  vacancies,  over  half 
(56.1%)  were  caused  by  recruitment  and/or  appointment  difficulties  and  another 
26  (39.4%)  were  caused  by  a  shortage  of  applicants. 

VA  Educational  Efforts  for  CRNA  Recruitment  and  Retention 

While  appropriate  pay  is  critical  to  the  recruitment  and  retention  of  VA 
CRNA's,  VA  educational  programs  that  provide  the  experiences  and  incentives 
to  recruit  and  retain  CRNA's  in  the  VA  system  are  also  essential.  Programs 
which  benefit  CRNA's  include: 

Health  Professional  Scholarships 

Health  Professional  Scholarships  assist  in  the  recruitment  and  retention  of 
DVA  staff.  This  program  provides  grants  for  tuition,  stipends,  and  other 
educational  expenses  for  eligible  students  in  programs  leading  to  a  degree  in 
nursing  or  other  allied  health  disciplines.  Students  must  agree  to  a  subsequent 
service  obligation  with  the  DVA  at  one  of  its  medical  facilities.  This  program 
added  nurse  anesthesia  students  for  the  first  time  last  year  and  awarded  seven 
scholarships.  We  look  forward  to  continuing  to  work  with  the  VA  to  expand 
this  program. 

Registered  Nurse  Anesthetist  Training  Program 

The  Registered  Nurse  Anesthetist  (RNA)  Training  Program  offers  a  targeted 
recruitment  and  retention  effort  toward  easing  the  shortage  of  CRNA's  in  the 
VA.  The  request  by  a  VAMC  director  to  establish  a  training  program  should 
be  based  on  current  and/or  projected  vacancies,  availability  of  qualified 
applicants,  and  the  availability  of  an  accredited  educational  institution  within 
the  commuting  area.  Bach  program  applicant  must  be  appointed  in  a  permanent 
type  of  appointment  within  their  assigned  VAMC.  RNA  trainees  must  sign  a 
training  agreement  obligating  them  to  serve  three  calendar  years  of  obligated 
service  for  each  school  year  attended  (3  for  I)  or  portion  thereof  for  which 
funding  support  is  provided.  The  AANA  is  pleased  that  five  students  have 
received  funding  through  the  RNA  program  for  the  1992  school  year.  For  1993, 
23  additional  students  have  been  selected  to  participate  in  the  RNA  training 
program. 

Tuition  Support  Program 

The  Tuition  Support  Program  assists  VA  facilities  in  recruiting  and  retaining 
personnel  in  clinical  occupational  categories  experiencing  staffing  shortages. 
Job-related  academic  and  continuing  education  courses  may  be  fiinded  through 
this  program.  Books  and  related  course  materials  may  be  purchased,  as  well  as 
audio-visual  materials  for  use  in  presenting  educational  offerings.  Nurse 
anesthetists  arc  one  of  the  eligible  occupational  categories.  The  obligation  for 
receipt  of  such  funding  is  to  serve  the  DVA  for  three  times  the  length  of  the 
training  period.  The  amount  of  funding  depends  on  the  amount  available  each 
fiscal  year  and  the  number  of  requests  funded. 
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DVA  Education  Debt  Reduction  Program 

AANA  and  AVANA  commend  Senator  Mikulski  for  proposing  the  DVA 
Education  Debt  Reduction  Program,  and  are  pleased  that  the  Senate  VA 
Committee  is  interested  in  the  issue.  The  purpose  of  the  proposed  Program  is 
to  assist  personnel  serving  in  health  care  positions  in  the  Veterans  Health 
Administration  to  reduce  the  amount  of  debt  incurred  in  completing  educational 
programs  which  qualified  the  person  for  their  position  in  the  VA.  For  CRNA's, 
the  proposed  Program  would  be  a  welcomed  addition  to  the  successful 
measures  already  underway  in  the  DVA  to  recruit  nurse  anesthetists. 

Nurse  Anesthesia  Program  Directors  have  recently  reported  a  that  some 
universities  are  requiring  the  nurse  anesthesia  programs  to  cover  more  of  the 
cost  of  education.  This  will  lead  to  substantial  increases  in  the  cost  of  tuition 
and  clinical  fees  for  many  students.  For  example,  students  at  one  program  may 
pay  up  to  $22,000  on  top  of  their  regular  tuition  next  year  to  cover  the  cost  of 
clinical  fees.  By  increasing  the  burden  to  the  student,  the  AANA  predicts  that 
the  debt  load  of  the  graduates  from  nurse  anesthesia  programs  will  escalate. 

Graduating  nurse  anesthetists  with  increasing  debt  load  will  welcome  the 
opportunity  to  work  for  the  VA  and  have  the  benefit  of  a  loan  repayment 
program.  The  proposed  Program  would  be  unique  from  other  VA  sponsored 
educational  efforts  such  as  the  Scholarship  Program  in  that  it  is  a  service  model 
aimed  at  individuals  who  have  completed  their  education,  but  are  still 
contemplating  where  to  establish  their  practice.  A  loan  repayment  program 
should  be  viewed  as  an  adjunct  to,  not  a  substitute  for,  current  VA  educational 
programs.  Maintaining  the  aforementioned  VA  educational  programs,  while 
beginning  the  proposed  loan  repayment  program,  is  critical  because  each 
program  targets  different  individuals  with  varying  needs  for  financial 
assistance. 

In  addition,  the  ability  for  VA  to  attract  advance  practice  nurses  such  as 
CRNA's  will  continue  to  be  a  crucial  issue  as  the  nation  moves  forward  toward 
health  care  reform.  Workforce  projections  indicate  a  growing  need  for  primary 
care  providers  such  as  advanced  practice  nurses  in  the  current  system  as  well 
as  with  system  reform.  This  will  clearly  impact  the  VA  recruitment  measures. 
With  the  emphasis  shifting  toward  primary  care,  proposed  changes  in  Graduate 
Medical  Education  and  the  resulting  reduction  in  the  number  of  specialists, 
CRNA's  will  be  in  critical  demand. 

AANA  and  AVANA  would  like  to  offer  these  specific  comments  to 
S.  1122: 

Section  7663.  PREFERENCE  FOR  ASSISTANCE 

It  is  our  understanding  that  CRNA's  would  fall  under  subsection  (2)(A). 
Based  upon  the  historic  shortage  of,  and  the  continued  need  for,  advanced 
practice  nurses  in  the  VA,  the  AANA  and  the  AVANA  believe  that  the 
Program  should  give  specific  preference  to  nurses  seeking  advanced  degrees, 
such  as  CRNA's,  just  as  it  gives  preference  in  subsection  (1)  to  individuals 
seeking  an  undergraduate  degree. 

Section  7664.  AMOUNT  OF  ASSISTANCE 

AANA  and  AVANA  support  the  $4,000  per  year  in  assistance  as  outlined 
in  section  (a).  However,  we  request  that  the  maximum  amount  of  assistance  for 
those  individuals  under  the  Program  who  completed  advanced  nurse  practice 
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education  be  increased  to  $28,000,  versus  the  proposed  $12,000  limit  under 
section  (b)(3).  Thus  the  Program  would  be  extended  from  a  three  year 
maximum  to  seven  years.  This  would  be  in  step  with  the  cost  of  graduate 
education.  Only  those  with  higher  debt  loan,  such  as  CRNA's,  would  need  to 
access  the  maximum  amount. 

Section  7664,  subsection  (d).  REPORT 

A  report  to  Congress  on  the  effectiveness  of  the  proposed  Program  and  the 
Scholarship  Program  is  required  to  be  submitted  no  later  than  one  year  after  the 
date  of  enactment  of  the  Act.  AANA  and  AVANA  believe  that  a  one  year 
interim  report  outlining  the  activities  to  implement  the  Act  would  be  extremely 
helpful.  However,  we  believe  that  to  truly  evaluate  the  effectiveness  of  a 
program,  three  years  is  needed  to  compile  a  final  report.  A  three-year  period 
would  allow  for  a  reasonable  implementation  period  to  assure  development  of 
appropriate  publicity  materials  for  the  Program  as  well  as  some  track  record  in 
working  with  schools  and  VAMC's. 

Language  should  be  included  which  states  that  the  loan  repayment  monies 
are  tax  exempt.  This  is  consistent  with  the  current  VA  Scholarship  Program  and 
is  an  important  factor  for  the  individual. 

Conclusion 

AANA  and  AVANA  believe  that  the  proposed  DVA  Education  Debt 
Reduction  Program  would  be  a  significant  addition  to  DVA  recruitment  and 
retention  efforts  currently  underway  to  attract  CRNA's  to  the  VA  system.  The 
implementation  of  such  a  program,  would  be  another  concrete  reason  for 
graduates  to  consider  VA  employment  when  making  their  career  decisions. 


STATEMENT  OF  THE  AMERICAN  NURSES  ASSOCIATION 

The  American  Nurses  Association  (ANA)  appreciates  the  opportunity  to 
comment  on  several  of  the  proposed  bills  currently  under  consideration  by  the 
Committee.  ANA  and  its  53  constituent  state  and  territorial  nurses  associations 
share  the  Committee's  commitment  to  the  health  of  America's  veterans, 
particularly  our  women  veterans,  while  improving  the  recruitment  and  retention 
of  qualified  health  care  providers. 

In  Nursing's  Agenda  for  Health  Care  Reform,  ANA  and  a  coalition  of  70 
health  groups  advocate  for  universal  access  to  quality,  affordable  health  care 
for  all  Americans.  Health  care  reform  calls  for  the  reorientation  and  restructur- 
ing of  the  health  care  system  with  a  focus  on  prevention  and  health  promotion, 
including  services  delivered  in  community  based  settings.  We  believe  that  the 
Department  of  Veterans  Affairs  (DVA)  health  care  system  must  be  a  vital 
component  in  the  restructuring  of  our  national  health  care  system,  if  enacted, 
this  series  of  bills  would  move  the  DVA  health  care  system  toward  improving 
its  tradition  of  providing  quality  services  while  enhancing  accessibility  to  such 
services. 

All  seven  bills  should  be  given  careful  consideration  by  the  Committee. 
However,  we  will  be  commenting  specifically  on  S.  452,  the  Veterans  Rural 
Health  Care  Clinic  Act;  S.  1 122,  the  Department  of  Veterans  Affairs  Health 
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Professionals  Education  Debt  Reduction  Act;  and  finally,  the  draft  legislation 
entitled  the  Women  Veterans  Health  Care  Act  of  1993. 

S.  452— The  Veterans  Rural  Health  Care  Clinic  Act 

S.  452  would  establish  a  program  of  rural  health  care  clinics  where 
significant  numbers  of  veterans  reside  in  areas  geographically  remote  from 
existing  health  care  facilities.  Health  care  services  would  be  provided  to 
eligible  veterans  through  the  use  of  mobile  and  stationary  clinics.  Eligible 
veterans  are  those  who  are  covered  under  Title  38  of  the  United  States  Code 
and  live  at  least  100  miles  from  the  nearest  DVA  health  care  facility. 

Access  to  health  care  is  a  major  concern  for  many  veterans  who  live  in 
underserved  rural  areas  or  for  those  who  have  special  needs  that  limit  the 
distance  they  can  travel.  Other  barriers  common  for  rural  areas  are  the  lack  of 
a  public  transportation  system  and  the  existence  of  few  local  providers. 
Therefore,  ANA  supports  all  efforts  to  increase  access  to  veterans  through 
innovative  outreach  services.  DVA  will  need  to  ensure  geographic  distribution 
of  traditional  and  non-traditional  services,  such  as  those  proposed  in  S.  452,  to 
provide  outpatient  services.  The  introduction  of  S.  452  recognizes  the  need  to 
shift  services  out  of  tertiary  care  facilities  and  into  the  community  and 
underserved  rural  areas. 

Although  the  bill  itself  does  not  address  the  provider  staffing  of  such  clinics, 
this  is  an  issue  which  must  be  addressed.  Given  the  current  focus  on  achieving 
cost  containment  an  appropriate  mix  of  providers  must  be  considered.  Such  a 
cost-effective  mix  of  providers  includes  increased  reliance  and  access  to  nurses, 
advanced  practice  nurses  and  clinical  nurse  specialists.  The  more  effective 
utilization  of  nurses  to  provide  primary  and  preventive  health  care  services  is 
part  of  the  solution  to  the  cost  and  accessibility  problems  facing  the  DVA 
today.  Studies  have  shown  that  up  to  80  percent  of  primary  and  preventive 
care,  traditionally  done  by  physicians,  can  be  done  by  a  more  cost  effective 
nurse  provider.  Nursing  believes  that  the  use  of  all  health  care  providers  is 
necessary  to  increase  access  and  provide  a  full  range  of  services  needed  by 
veterans. 

ANA  recognizes  that  the  DVA  is  currently  assessing  six  mobile  health  care 
clinics  which  were  authorized  in  1988  by  Public  Law  100-322  and  DVA  is  due 
to  report  to  Congress  in  July  1994,  with  a  final  report  due  in  February  1995. 
We  believe  that  uniform  criteria  must  be  established  to  assess  access  to  care, 
quality  and  outcomes  measurements  to  evaluate  programs. 

S.  1 122— The  DVA  Health  Professionals  Education  Debt  Reduc- 
tion Act 

Passage  of  S.  1 122  would  assist  personnel  serving  in  health  care  positions 
within  the  DVA  to  reduce  debt  incurred  while  completing  educational  programs 
that  qualify  them  for  employment.  After  a  year  of  service,  the  employee  would 
be  eligible  to  receive  a  $4,000-a-year  voucher  to  reduce  student  debt.  Eligible 
DVA  employees  could  receive  a  voucher  for  up  to  three  years,  totaling 
$12,000.  Target  employees  would  be  those  whose  skill  areas  are  in  the  shortest 
supply  and  serve  in  areas  of  the  country  where  recruitment  is  the  most  difficult. 
Additional  preference  would  be  given  to  those  who  have  completed  a  two  or 
four  year  course  of  education  or  training  at  an  undergraduate  institution. 
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ANA  commends  Senator  Mikulski  on  the  introduction  of  this  measure.  The 
implementation  of  such  a  loan  repayment  program  will  provide  additional 
incentive  for  newly  graduated  health  care  professionals  to  work  for  the  DVA. 

ANA  has  several  recommendations  for  consideration  by  the  Committee.  We 
would  agree  with  Senator  Mikulski  that  the  intent  of  this  bill  should  not  be  to 
replace  the  existing  scholarship  programs,  particularly  the  Health  Professional 
Scholarship  Program.  This  scholarship  program  provides  grants  for  tuition, 
stipends,  and  other  educational  expenses  for  eligible  students  in  programs 
leading  to  a  degree  in  nursing  or  other  allied  health  disciplines.  ANA  views  the 
DVA  Health  Professionals  Education  Debt  Reduction  Act  as  a  complement  to 
this  existing  program.  Both  will  serve  as  viable  recruitment  and  retention  tools 
for  the  DVA  health  care  system. 

The  bill  as  currently  drafted  gives  preference  to  individuals  who  serve  "in 
areas  in  which  the  recruitment  or  retention  of  an  adequate  supply  of  qualified 
health  care  personnel  is  difficult"  or  "in  positions  for  which  the  recruitment  or 
retention  of  such  a  supply  of  such  personnel  is  difficult."  ANA  believes  that 
included  within  these  criteria  are  those  nurses  going  for  advanced  degrees. 
Advanced  practice  nurses  (APN's),  which  includes  nurse  practitioners,  clinical 
nurse  specialists,  and  nurse  anesthetists,  are  educated  to  provide  both  high  tech 
care  in  the  acute  care  setting  and  primary  care  in  the  ambulatory  and 
community  care  setting.  APN's  are  nurses  who  have  acquired  the  additional 
education  necessary  to  provide  a  full  range  of  health  care  services.  The  DVA 
already  utilizes  APN's  in  a  number  of  settings.  They  provide  a  variety  of 
services  including:  inpatient  and  outpatient  case  consultation  and  management, 
telephone  triage,  administration  of  outpatient  chemotherapy,  and  wound 
management.  In  addition,  these  nurse  experts  provide  primary  and  preventive 
care  through  the  administration  of  clinics,  such  as  those  which  specialize  in 
hypertension  management  and  mental  health  services. 

Inclusion  of  APN's  within  the  DVA  Health  Professionals  Education  Debt 
Reduction  Program  would  encourage  health  professionals  to  receive  the 
additional  schooling  necessary  to  move  into  these  roles.  It  would  also  be  an 
excellent  recruitment  tool  for  those  APN's  who  are  graduating  and  looking  to 
establish  themselves.  Because  of  this,  ANA  would  recommend  the  consider- 
ation of  increasing  the  total  amount  allowable  to  $28,000  for  those  who  have 
completed  graduate  education.  This  increase  would  better  reflect  the  total  cost 
of  graduate  education  today.  In  order  to  maintain  the  $4,000  per  year  amount, 
this  change  would  necessitate  extending  the  numbers  of  years  of  participation 
from  four  years  to  seven  years. 

ANA  continues  to  be  concerned  about  the  health  care  needs  of  minority 
communities.  Many  minority  nurses,  both  general ist  and  advanced  practice,  are 
needed  to  meet  the  health  care  needs  of  the  growing  minority  population.  ANA 
has  supported  education  and  leadership  development  for  minority  nurses  for 
over  25  years.  Senator  Mikulski 's  plan  would  be  another  avenue  to  encourage 
minorities  into  the  profession  of  nursing.  Ultimately,  quality  of  care  for  the 
minority  populations  will  be  improved  by  providing  relevant  and  competent 
professional  nurses. 
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The  Women  Veterans  Health  Care  Act  of  1993 

The  Women  Veterans  Health  Care  Act  of  1993  includes  several  provisions 
pertaining  to  women  veterans  and  their  health  care  needs.  First  the  bill  would 
define  "womens  health  services"  to  include  services  relating  to  specific  types 
of  diseases  and  conditions.  It  authorizes  the  Secretary  of  the  DVA  to  enter  into 
contracts  for  the  furnishing  of  women's  health  services  on  an  outpatient  basis, 
it  provides  for  an  annual  report  to  Congress  relating  to  the  usage  by  women 
veterans  of  the  DVA  health  care  system.  An  additional  provision  calls  for 
research  relating  to  the  health  care  needs  of  women  veterans.  Finally,  there  is 
a  requirement  for  the  DVA  to  issue  quality  assurance  and  quality  control 
standards  for  mammography  services  equivalent  to  those  established  under  the 
Mammography  Quality  Standards  Act  of  1992  (P.L.  102-539). 

Women  represent  a  rapidly  growing  segment  of  the  veteran  population 
because  of  the  changing  role  of  women  in  the  military  over  the  last  decade. 
Women  have  been  a  part  of  the  military  since  its  inception.  In  World  War  1, 
22,000  women  served  as  Army  nurses,  12,000  women  were  inducted  as 
Yeomnetts,  and  305  served  in  the  Marine  Corps.  World  War  1  1  increased  the 
numbers  of  350,000  women  who  served  in  the  Army,  Navy,  Coast  Guard  and 
Marines.  At  the  beginning  of  the  Korean  Conflict,  15,000  women,  exclusive  of 
the  Nurse  Corps  were  serving  and  by  the  end  of  the  conflict  that  number  had 
doubled.  However,  it  was  only  after  Congress  established  the  Army  and  Navy 
Nurse  Corps  in  the  early  part  of  the  twentieth  century,  and  in  1948  authorized 
the  enlistment  of  women  in  the  regular  service,  that  women  found  a  structure 
to  support  their  active  duty  commitments,  in  1982  the  General  Accounting 
Office  (GAO)  reported  the  number  of  women  veterans  at  740,000,  but  by  1990 
that  number  had  increased  to  over  1.2  million  (4.5  percent  of  the  veteran 
population).  The  large  number  of  women  who  served  in  the  Persian  Gulf  are 
expected  to  increase  the  women  veterans  population  to  about  10.9  percent  by 
the  year  2040.  Despite  this  growth  in  women  veterans,  they  remain  a  small 
minority  of  the  veterans  population  and  an  even  smaller  minority  of  the 
veterans  who  use  veterans  health  care  services.  The  DVA  reports  that  although 
the  number  of  women  discharged  from  DVA  hospitals  more  than  doubled 
between  1970  and  1990,  this  represents  only  2.3  percent  of  all  DVA  hospital 
discharges.  This  growing  number  of  women  who  seek  care  presents  DVA  with 
the  challenge  of  meeting  women  veterans'  needs  in  a  health  care  system 
traditionally  oriented  toward  men. 

in  1983,  Congress  began  to  recognize  the  special  needs  of  women  veterans 
through  passage  of  the  Veterans  Health  Care  Amendments  of  1983.  This 
allowed  for  the  creation  of  a  DVA  Advisory  Committee  on  Women  Veterans 
to  assess  the  needs  of  women  veterans  and  make  recommendations  for 
appropriate  action.  Passage  of  the  Veterans  Health  Care  Act  of  1992  expanded 
the  eligibility  of  women  veterans  to  receive  a  broad  spectrum  of  health  care 
examinations  and  treatments,  and  established  more  definitive  requirements  for 
women  veterans  services.  As  a  result  of  these  actions,  improvements  have  been 
made  in  the  overall  treatment  of  women  within  the  DVA  system. 

Unfortunately,  a  recent  study  completed  by  the  DVA  Inspector  General's 
Office  of  Healthcare  Inspections  (OIG)  found  that  VA  Medical  Centers 
(VAMC)  fail  to  offer  a  consistent  level  of  health  care  to  women  veterans.  The 
OIG  study  evaluated  the  scope  of  women's  health  services  provided  at  eight 
VAMC's  around  the  country.  Of  the  eight  VAMC's  evaluated,  only  one  offered 
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the  full  range  of  women  veterans'  health  care  services  that  the  Veterans  Health 
Administration  (VHA)  defined  in  its  guidelines  as  a  comprehensive  women's 
health  program.  The  other  seven  VAMC's  offered  variable  levels  of  women's 
health  services. 

The  OIG  study  concluded  that: 

•  Women  Veterans  Coordinators  were  not  adequately  trained  to  function 
in  their  positions,  and  VHA  had  not  established  a  formal  training 
program  to  address  this  issue. 

•  Women  Veterans  Coordinators  were  not  always  easily  available  in 
medical  centers,  and  patients  and  some  employees  did  not  know  who  was 
available  in  the  medical  center  to  assist  female  veterans  with  their  needs. 

•  Medical  center  employees  did  not  always  inform  female  patients  about 
the  full  scope  of  services  that  were  available  to  them,  or  of  the  services 
to  which  they  were  entitled. 

•  Medical  center  managers  had  not  always  ensured  adequate  privacy  for 
female  patients,  and  Women  Veterans  Coordinators  did  not  have  input  to 
construction  committees  in  order  to  identify  and  seek  resolution  to  these 
problems. 

•  Specialized  medical  equipment  required  for  female  examination  and 
treatment  was  not  always  readily  available  for  use  when  clinicians  needed 
it,  and  some  gynecological  equipment  was  not  always  available  in  the 
type  or  configuration  that  ensured  patient  comfort. 

Additionally,  the  1985  Lou  Harris  Survey  of  Female  Veterans  commissioned 
by  the  VA  found  that  women  veterans  have  twice  the  rates  of  cancer  of  the 
general  adult  female  population.  Subsequent  studies  by  LoDonne  and  Grant 
have  provided  additional  evidence  to  suggest  that  rates  of  cancers  should  be  of 
concern  to  women  veterans  and  the  VA.  What  is  especially  striking  about  these 
reports  is  the  high  rates  of  ovarian,  cervical  and  uterine  cancers,  which  is  43 
percent  in  women  veterans  compared  to  nine  percent  in  the  general  adult 
female  population. 

Unfortunately,  the  1992  General  Accounting  Office  Report  on  VA  Health 
Care  For  Women  found  that  cancer  screening  for  women  veterans  continues  to 
be  sporadic.  Although  there  is  a  requirement  for  each  woman  inpatient  to 
receive  pelvic  and  breast  exams.  Pap  tests  and  mammograms,  the  DVA's  own 
Medical  District  Initiated  Peer  Review  Organization  found  that  in  some  places 
as  few  as  1 0  percent  of  the  women  received  mammograms  and  only  20  percent 
received  Pap  tests  when  they  were  indicated.  The  highest  rates  of  compliance 
anywhere  in  the  DVA  for  these  tests  was  80  percent  for  breast  exams.  All  of 
the  others  were  55  to  65  percent. 

ANA  supports  the  passage  and  full  implementation  of  the  Women  Veterans 
Health  Care  Act  of  1993.  We  believe  this  would  be  a  move  toward  ensuring 
that  women  veterans  receive  comprehensive,  appropriate  health  care  within  the 
VA  health  care  system. 

Enactment  and  funding  of  this  bill  would  begin  to  fill  the  gap  of  missing 
data  on  women  veterans.  A  comprehensive  study  of  the  health  problems  of 
women  veterans  would  be  a  modest  investment  in  accurately  assessing  the 
status  of  this  population.  Such  assessments  are  a  realistic  strategy  for  planning 
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and  implementing  health  care  policies  and  procedures  that  will  ensure  the 
maximum  utilization  of  resources  while  promoting  quality  health  care. 

Finally,  ANA  adamantly  endorses  the  provision  which  requires  the  DVA  to 
issue  quality  assurance  and  quality  control  standards  for  mammography 
services.  Breast  cancer  is  now  the  most  common  cancer  and  is  the  second 
leading  cause  of  cancer  deaths  among  women  in  the  United  States.  According 
to  the  American  Cancer  Society  (ACS),  there  will  be  180,000  new  cases  of 
breast  cancer  among  women  in  the  United  States  in  1992.  Of  these  new  cases, 
approximately  46,000  women  will  die  from  the  disease.  The  lifetime  risk  of 
breast  cancer  has  been  increasing.  In  1992,  breast  cancer  affected  1  in  9 
women,  compared  with  1  in  1 1  in  1980,  1  in  14  in  1960,  and  1  in  20  in  1940. 
Early  detection — typically  involving  breast  physical  examination  and 
mammography — is  the  best  means  of  preventing  death  from  advanced  breast 
cancer.  The  Centers  for  Disease  Control  (CDC)  estimates  that  the  breast  cancer 
mortality  rate  could  be  reduced  by  30  percent  if  all  women  were  screened 
regularly.  The  value  of  mammography  for  breast  cancer  screening  is  that  it  can 
detect  cancers  that  are  too  small  to  be  felt  through  physical  examination.  In 
fact,  a  mammogram  can  detect  breast  cancer  up  to  two  years  before  a  woman 
or  health  care  provider  can  palpate  a  lump.  In  addition,  these  early  stage 
cancers  can  be  90  to  100  percent  curable. 

Prior  to  1993,  there  were  no  national,  comprehensive  quality  standards  for 
mammography  that  apply  to  all  facilities.  This  system  created  a  patchwork  of 
federal,  state  and  private  voluntary  standards  for  mammography  quality 
assurance.  And,  there  was  no  guarantee  that  a  mammogram  will  be  safe  and 
accurate.  Poor  quality  mammograms  pose  a  serious  health  risk  for  women. 
According  to  the  General  Accounting  Office  (GAO),  a  mammogram  is  among 
the  most  difficult  radiographic  images  to  read,  and  it  must  have  optimal  clarity 
for  the  image  to  be  interpreted  correctly.  If  the  image  quality  is  poor  or  the 
interpretation  is  faulty,  the  interpreter  may  miss  cancerous  lesions.  This  could 
delay  treatment  and  result  in  an  avoidable  death  or  mastectomy.  Problems  with 
images  or  interpretation  also  can  lead  to  unnecessary  testing  and  biopsies  if 
normal  tissue  is  misread  as  abnormal. 

Public  Law  102-539  specifically  exempted  facilities  under  the  DVA.  By 
exempting  these  facilities.  Congress  created  a  second  and  lower  tier  of  care  for 
women  veterans.  There  is  no  reason  that  DVA  mammography  facilities  should 
not  be  held  up  to  the  same  degree  of  high  standards  and  quality  assurance 
afforded  all  other  women  in  the  United  States.  ANA  believes  that  women 
veterans  should  not  have  to  search  out  qualified  mammography  providers 
within  the  DVA  health  care  system.  These  veterans  should  have  a  guarantee 
that  wherever  they  have  their  mammogram — in  whatever  DVA  facility — they 
will  receive  quality  care — ^the  same  quality  care  afforded  women  in  all 
mammography  facilities  under  Public  Law  l()2-539. 

Thank  you  for  the  opportunity  to  comment  on  these  necessary  bill.  ANA 
commends  Senator  Rockefeller  and  the  entire  Committee  on  their  leadership  on 
health  care  and  their  support  for  nursing. 
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STATEMENT  OF  JACK  J.  DACK,  CHAIRMAN,  LEGISLATIVE 
COMMITTEE,  NATIONAL  ASSOCIATION  OF  STATE  VETERANS 
HOMES,  AND  COMMANDANT,  IOWA  VETERANS  HOME, 
MARSHALLTOWN,  lA 

Dear  Chairman  Rockefeller  and  members  of  the  Committee:  This  is  to 
express  the  views  of  the  National  Association  of  State  Veterans  Homes 
pertinent  to  S.  852,  legislation  to  provide  for  payment  of  per  diem  to  States  for 
veterans  who  receive  adult  day  health  care  through  State  Homes  and  to 
authorize  the  provision  of  assistance  to  States  for  the  construction  of  adult  day 
health  care  facilities  at  State  Homes. 

A  survey  conducted  by  the  National  Association  of  State  Veterans  Homes 
in  1984  overwhelmingly  supported  an  adult  day  health  care  initiative  if  an 
appropriate  reimbursement  system  for  State  Homes  could  be  developed  through 
the  Veterans  Administration.  Of  the  48  responses  from  52  Homes  surveyed,  38 
responded  positively. 

section  1741  of  Title  38.  United  States  Code,  authorizes  payment  of  per 
diem  to  State  Homes  for  domiciliary,  nursing  home  care  and  hospital  care. 
S.  852  proposes  that  section  1741  be  amended  to  include  authorization  that, 
"The  Secretary  may  pay  each  State  per  diem  at  a  rate  determined  by  the 
Secretary  for  each  veteran  receiving  adult  day  health  care  in  a  State  Home,  if 
such  veteran  is  eligible  for  such  care  under  laws  administered  by  the 
Secretary,"  and  would  amend  sections  8131(3),  8132,  8135(b),  (2)(C)  and 
(3)(A)  to  provide  assistance  to  States  for  "construction  (other  than  new 
construction)  of  adult  day  health  care  buildings." 

Often  times,  family  and  loved  ones  are  the  primary  caregivers  for  adult 
persons.  Trying  to  maintain  adults  in  the  home  can  be  very  stressful  and  care 
can  be  difficult  to  provide,  both  physically  and  psychologically.  Resources  can 
be  extremely  limited,  especially  in  rural  communities,  and  families  may  not  be 
aware  of  what  resources  are  available.  Adult  "day  care"  has  been  one  concept 
implemented  to  address  dependent  adult  care. 

The  seventy-one  State  Veterans  Homes  in  forty-one  states,  being  long-term 
care  facilities,  employ  clinicians  with  expertise  in  geriatrics  and  staff  with  years 
of  experience  in  working  with  dependent,  infirm,  and/or  handicapped 
individuals.  The  Homes  have  the  potential  to  offer  adult  day  health  care  in  a 
safe,  structured  environment  with  trained,  caring  staff  There  could  be 
provisions  for  meals  and  nutritious  snacks,  medication  dispensing,  exercise 
programming  and  the  offering  of  health  assessment  and  patient/family  teaching. 
There  could  be  planned  activities  and  social  interactions  for  adult  participation. 

Such  a  program  would  be  an  ideal  option  for  the  elderly  veterans  who  are: 

•  In  need  of  social  stimulation  to  combat  depression; 

•  In  need  of  supervision  and/or  personal  care; 

•  Post-operative  in  need  of  supervision  or  medication; 

•  Victims  of  early  Alzheimer's  Disease. 

Involvement  in  adult  day  health  care  would  provide  a  peace  of  mind  and 
respite  for  the  working  and  non-working  caregivers. 
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The  provision  of  these  services  during  daytime  hours  in  a  congregate  setting 
would  enable  veterans  to  be  maintained  at  home  in  a  supportive  environment 
and  would  be  an  alternative  to  a  nursing  home  placement.  Participation  in  an 
Adult  Day  Health  Care  Program  could  possibly  prolong  the  ability  of  the 
veteran  to  stay  in  his  home,  thereby  lowering  the  demands  on  the  Department 
of  Veterans  Affairs  system. 

Besides  providing  respite  for  the  primary  caregivers,  veterans  could  be 
screened  and  referred  for  medical  and/or  community  resources,  including 
Department  of  Veterans  Affairs  medical  center  facilities.  Pre-assessment  for 
admission  could  take  place  if  the  veteran  desires  to  make  application  for 
permanent  living  in  the  State  Home.  Other  advantages  to  the  individuals  and 
family  members  are  networking  with  other  family  members  and  professionals, 
participation  in  support  groups,  gaining  knowledge  about  community  resources 
and  how  to  access  the  system. 

The  National  Association  of  State  Veterans  Homes  supports  the  provisions 
in  section  1741  of  Title  38,  United  States  Code,  be  amended  to  authorize  the 
Secretary  to  provide  for  per  diem  payments  for  eligible  veterans  receiving  adult 
day  health  care  in  State  Homes  and  provisions  in  sections  8131(3),  8132, 
8135(b),  (2)(C)  and  (3)(A)  for  providing  grants  for  expansion,  remodeling  or 
alteration  of  existing  buildings  to  permit  provision  of  such  care. 

We  in  the  State  Home  Program  do  not  know  the  level  of  participation  by  the 
States  at  this  time;  however,  it  is  anticipated  there  would  initially  be  activity 
by  five  to  ten  Homes  in  this  area.  A  procedure  is  in  place  by  the  Department 
of  Veterans  Affairs  by  Regulation  for  ranking  of  State  Veterans  Home  projects. 
It  is  felt  by  the  Association  that  criteria  could  easily  be  added  to  the  current 
procedure  for  adult  day  care  projects.  Since  the  Department  of  Veterans  Affairs 
is  unable  to  approve  requests  for  construction  grants  totaling  more  than  the 
amount  specifically  appropriated  by  the  Congress  for  that  fiscal  year,  any 
additional  grant  requests  for  construction  for  adult  day  health  care  over  the 
specified  funding  allowed  would  probably  require  a  waiting  period.  This 
waiting  period  would  allow  an  opportunity  for  the  Department  of  Veterans 
Affairs  and  State  Home  Program  to  bring  the  increased  need  for  additional 
construction  funds  to  the  attention  of  the  Veterans  Affairs  Committees  for 
consideration. 

S.  852  does  not  establish  a  specified  per  diem  rate,  but  authorizes  the 
Secretary  to  determine  such  a  rate  for  each  eligible  veteran  receiving  adult  day 
health  care  in  a  State  Home.  The  Association  has  long  advocated  for  a  thirty 
percent  per  diem  rate  for  care  provided  in  State  Veterans  Homes  based  on  the 
per  diem  cost  for  the  same  level  of  care  provided  by  the  Department  of 
Veterans  Affairs  in  their  own  facilities. 

With  the  establishment  of  such  a  per  diem  rate  for  these  services,  the  State 
Home  Program  in  partnership  with  the  Department  of  Veterans  Affairs  has  the 
potential  to  move  towards  an  efficient,  effective  means  of  providing  this 
necessary  service  for  its  constituents. 

The  State  Home  Program  has  a  proven  track  record  of  being  able  to  blend 
Federal,  State  and  private  resources  to  maximize  the  resources  available  for 
providing  care  for  the  veterans  of  this  Nation.  Because  of  this  track  record,  it 
is  always  wise  to  look  for  opportunities  to  expand  the  relationship,  so  as  to 
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further  enhance  the  efficient  use  of  the  Department  of  Veterans  Affairs' 
resources  in  its  provision  of  care  for  veterans. 

H.R.  2034,  Veterans  Health  Programs  Amendments  of  1993,  passed  May  18, 
1993,  House  of  Representatives,  includes  provisions  for  authorization  for  adult 
day  health  care,  a  per  diem  payment  for  adult  day  health  care  in  State  Homes 
and  construction  grant  support  for  expansion,  remodeling  or  alteration  of 
existing  buildings  to  permit  provisions  of  adult  day  health  care.  Included  in  the 
passage  of  H.R.  2034,  which  is  not  recommended  in  S.  852,  is  legislation  to 
allow  the  sharing  of  resources  with  State  Homes.  Such  legislation  authorizes 
the  Secretary  to  enter  into  agreements  with  State  Veterans  facilities  for  sharing 
of  health  care  resources.  The  definition  of  "health  care  resources  includes 
hospital  care,  medical  services  and  rehabilitative  services  as  those  terms  are 
defined  in  paragraphs  (5),  (6),  and  (8),  respectively,  of  section  1701,  Title  38, 
United  States  Code,  any  other  health  care  service,  and  any  health  care  support 
or  Administrative  resource." 

This  is  an  important  concept,  being  a  valuable  asset  in  the  provision  of 
health  care  services  for  veterans  through  the  partnership  between  State  Home 
Program  and  Department  of  Veterans  Affairs. 

While  the  United  States  Congress  has  been  generous  in  providing  for  its 
veterans,  and  the  Department  of  Veterans  Affairs  has  done  a  commendable  job 
within  the  confines  of  the  budgeted  amounts  in  taking  care  of  the  Nation's 
veterans,  the  resources  to  do  so  are  becoming  more  limited.  We  must  continue 
to  work  closer  together,  share  ideas,  stretch  and  share  resources  and  assist  one 
another  if  we  are  going  to  fulfill  our  mutual  obligation  to  provide  the  necessary 
health  care  services  for  the  Nation's  veterans.  This  sharing  proposal  is  an 
initiative  to  formalize  a  closer-working  relationship  between  the  Department  of 
Veterans  Affairs  Medical  Centers  in  states  where  State  Veterans  Homes 
presently  exist,  it  will  strengthen  the  long  and  successful  partnership  between 
the  Department  of  Veterans  Affairs  and  State  Homes  which  has  long  been 
recognized  as  a  vital  resource  for  the  Department  of  Veterans  Affairs  in 
providing  care  for  the  chronically  ill,  elderly  veterans. 

Since  many  State  Homes  are  located  within  a  radius  of  one  hundred  miles 
of  a  Department  of  Veterans  Affairs  medical  facility,  it  is  felt  that  sharing  of 
services  would  result  in  service,  efficiency  and  economy  in  provision  of  care. 
The  ability  to  have  Department  of  Veterans  Affairs  clinics,  such  as  Urology, 
Psychiatric  Consultation,  Physical  Medicine/Rehabilitation  Consultation,  etc., 
located  within  a  State  Veterans  Home  would  enhance  continuity  of  care  for  the 
benefit  of  the  veterans  in  State  Homes.  Chronically  ill,  debilitated,  infirm 
veterans  would  not  have  to  experience  traveling  to  and  from  the  medical 
centers  for  some  clinics  if  such  sharing  was  possible.  Other  areas  of  sharing 
could  be  in  non-clinical  services  such  as  laundry,  Life/Safety,  Quality 
Assurance  programming,  housekeeping,  etc. 

It  is  felt  that  by  permitting  the  Department  of  Veterans  Affairs  and  the  State 
Home  Program  to  expand  their  sharing,  this  will  result  in  greater  efficiencies 
and  enhance  care  for  veterans.  The  National  Association  of  State  Veterans 
Homes  supports  enactment  of  the  concept  of  sharing  and  believes  it  to  be  a 
benefit  to  veterans,  the  Department  of  Veterans  Affairs  and  the  State  Home 
Program. 


79 

We  in  the  National  Association  of  State  Veterans  Homes  respectfully  request 
your  utmost  consideration  for  the  inclusion  of  a  provision  for  the  sharing 
concept. 

Thank  you  for  the  opportunity  to  provide  Written  Testimony  for  the  record 
on  behalf  of  the  National  Association  of  State  Veterans  Homes. 


STATEMENT  OF  BETTE  L.  DAVIS,  MSN,  RN,  CS,  PRESIDENT, 
NURSES  ORGANIZATION  OF  VETERANS  AFFAIRS 

Mr.  Chairman  and  members  of  the  Committee:  On  behalf  of  the  Nurses 
Organization  of  Veterans  Affairs  (NOVA)  and  more  than  39,000  VA  nurses, 
I  want  to  thank  you  for  inviting  NOVA  to  submit  written  testimony  for  the 
Senate  Committee  on  Veterans  Affairs  hearing  on  June  23,  1993  regarding 
some  important  legislative  proposals  intended  to  improve  the  VA's  current 
health  care  system  and  to  facilitate  VA's  future  role  in  the  delivery  of  national 
health  care,  particularly  for  those  veterans  most  optimally  served  by  the  VA. 

S.  1 030,  DVA  Sexual  Trauma  Services 

NOVA  applauds  the  introduction  of  S.  1030,  which  would  amend  P.L. 
102-585  to  extend  VA's  authority  to  provide  sexual  trauma  counseling 
services.  Therapy  is  a  slow  recovery  process.  The  limitation  of  one  year  for 
counseling,  and  more  importantly,  the  reporting  of  sexual  assault  for  care 
within  two  years  of  leaving  the  military,  is  too  restrictive  and  clinically 
inappropriate.  Research  indicates  that  a  significant  amount  of  sexual  trauma  is 
never  reported.  It  may  also  be  repressed  for  years. 

Mr.  Chairman,  NOVA  strongly  recommends  an  indefinite  extension  of  the 
current  time  allowed  the  VA  to  provide  sexual  trauma  counseling  at  both  VA 
health  care  facilities  and  through  contracts  with  providers  outside  the  VA 
system.  Also,  NOVA  recommends  permanent  elimination  of  a  time  limitation 
on  eligibility  for  reporting  sexual  trauma.  Both  recommendations  are  realistic 
and  necessary  if  the  VA  is  to  adequately  serve  those  in  need  of  treatment. 
Equally,  NOVA  endorses  extending  eligibility  for  sexual  trauma  reporting  and 
counseling  for  male  veterans,  too. 

Priority  for  Care 

P.L.  102-585  gives  VA  the  authority  to  provide  counseling  to  all  women 
veterans  for  sexual  trauma  which  occurred  while  serving  on  active  duty  in  the 
Armed  Forces.  Not  only  are  they  to  be  given  priority  in  outpatient  care  settings, 
but  they  will  not  be  required  to  prove  that  they  were  traumatized. 

It  isn't  happening.  It  is  difficult  to  connect  sexual  trauma  to  females  who 
present  vague,  depressed,  not-feeling-well  symptoms,  or  are  reluctant  to  talk 
directly  about  a  deep-seated  sexual  trauma.  Unless  they  arc  SC  or  Category  A, 
these  women  veterans  don't  get  past  the  screening  people  because  of  a  heavy 
workload,  lack  of  information,  or  lack  of  sensitivity  to  explore  the  nature  of  the 
problem.  Female  veterans,  along  with  male  veterans,  are  screened  by  Medical 
Administrative  Services  (MAS)  and  are  excluded  from  care  unless  they  are  SC 
or  at  poverty  level.  Category  A.  Many  are  Category  C  and  working.  They  want 
to  work,  but  they  need  help  to  stay  healthy.  So,  some  women  veterans  who 
were  sexual  assault  victims  do  not  make  it  through  this  process.  They  are  being 
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rejected  and  probably  will  not  return  to  the  system.  Therefore,  NOVA 
recommends  that  priority  for  care  be  open  to  Category  C  veterans,  if  indicated, 
for  further  determination  of  sexual  trauma  and  eligibility  for  care. 

800  Number  Service 

NOVA  endorses  the  establishment  of  a  new  800  number  telephone  system 
to  provide  information  about  the  sexual  trauma  counseling  program.  The  800 
number  should  be  operated  by  trained  and  sensitive  staff  to  provide  initial  crisis 
intervention  and  referral  services  to  appropriate  resources  for  veterans  needing 
sexual  trauma  counseling.  An  additional  resource  of  employees  without  other 
duties  or  responsibilities  would  enable  VA  to  reach  those  veterans,  now 
reluctant  or  uninformed,  to  seek  available  help. 

NOVA  supports  a  report  from  the  Secretary  regarding  the  800  number 
service,  as  well  as  a  report  to  Congress  on  the  difficulties  veterans  encounter 
in  obtaining  from  VA  determinations  of  service-connection  for  disabilities 
resulting  from  sexual  trauma  experience  while  serving  on  active  duty.  Just 
recently,  a  woman  veteran  at  a  medical  center  went  to  file  for  adjustments  from 
VA  for  PTSD  resulting  from  sexual  trauma  while  on  active  duty  many  years 
ago.  She  was  told  that  only  male  combat  vets  can  file  for  PTSD,  but  that  she 
could  file  for  Social  Security  since  she  was  never  going  to  work  again  and 
might  as  well  not  fight  it,  as  it  wasn't  welfare.  She  left  the  office  with  stamped 
envelopes. 

Coordinators  of  Women  's  Services 

NOVA  commends  the  provision  that  requires  VA  to  have  four  full-time 
women  veterans  coordinators  at  the  regional  offices.  Plans  are  underway  for 
this  requirement,  now. 

NOVA  also  supports  requiring  the  regional  WVC's  to  facilitate  communica- 
tion between  WVC's  at  each  VA  facility  in  their  regions  and  the  Under 
Secretary  for  Health  and  the  Secretary.  However,  until  the  position  of  WVC's 
at  each  facility  is  re-structured,  this  mandate  will  be  impaired. 

Women  Veterans  Coordinators  (WVC's)  oversee  the  women  veterans 
programs  at  each  VA  facility.  Until  this  past  year,  none  or  few  were  employed 
full-time.  Most  WVC's  in  VA  medical  centers  are  still  assigned  to  this  position 
as  a  collateral  duty  and  are  not  given  sufficient  time  or  resources  to  fulfill  this 
obligation.  There  is  no  official  job  description  requiring  evaluation  of 
performance,  or  that  it  be  included  on  a  proficiency  report. 

Overall,  there  is  some  improvement  in  staffing,  educating  and  marketing  of 
programs  and  services  at  facilities.  But  there  is  still  a  wide  variation  in  the 
number  and  kind  of  services  offered  in  each  facility,  and  a  broad  diversity  in 
the  amount  of  time  (number  of  hours)  available  or  allocated  for  each  WVC 
position.  The  time  can  range  from  a  few  hours  each  week  to  one  or  more  days 
per  week.  Some  facilities  have  women's  advisory  committees  to  discuss  needs 
of  women  veterans,  some  do  not;  unless  you  count  two  coordinators,  each  with 
two  hours  per  week,  who  meet  once  a  month. 

WVC's  are  instrumental  in  enhancing  services  and  programs,  such  as 
developing  groups  for  clinicians  or  therapists,  an  additional  duty  without 
additional  resources.  One  coordinator  said  that  marketing  programs  terrorize  her 
because  of  the  current  workload.  At  her  facility,  all  non-SC  veterans  are  being 
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turned  down  in  the  outpatient  department  because  of  the  heavy  caseload.  They 
are  told  to  go  elsewhere. 

NOVA  is  pleased  to  support  the  provisions  that  will  require  VA  facilities  to 
provide  sufficient  resources,  and  that  will  ensure  direct  access  to  the  facility 
Directors  and  Chiefs  of  Staff 

The  effectiveness  of  the  Women  Veterans  Coordinators  Program  is 
dependent  upon  ensuring  that  the  coordinators  are  provided  sufficient  resources, 
including  sufficient  allotted  time,  clerical  and  communications  support, 
administrative  support,  and  training  to  carry  out  their  responsibilities  as  outlined 
in  The  Women  Veterans  Coordinators  Program  Guide.  (G-5,  M-2  Part  I) 
October  7,  1991.  In  addition,  a  national  program  of  this  scope  cannot  continue 
to  function  optimally  without  a  full-time  National  Director  directly  responsible 
to  the  Secretary,  who  can  be  held  accountable  for  its  effectiveness.  Until  this 
is  accomplished,  it  is  difficult  to  monitor  its  effectiveness  throughout  the 
system. 

Draft  Legislation  on  Women  Veterans  Health  Care  Act  of  1993 

Mr.  Chairman,  NOVA  supports  all  provisions  in  this  draft  bill.  Although 
many  VA  health  care  facilities  may  not  be  able  to  provide  full  comprehensive 
reproductive  care  at  this  time,  there  is  an  existing  and  growing  need  for  it. 
With  the  Military  Base  Closing  Commission  recommending  the  closure  of 
DOD  bases,  VA  is  the  logical  backup  of  full  care  for  those  now  receiving  it 
through  military  facilities.  It  is  likely  our  obligation  for  future  care  will  be  even 
greater  for  women  serving  in  the  Armed  Forces,  as  well  as  for  dependents' 
care. 

NOVA  is  not  advocating  that  every  medical  center  should  offer  a  broad 
spectrum  of  women's  health  care  services,  but  we  support  VA  guidelines  that 
require  a  baseline  level  of  gender-specific  services  to  be  available  at  all  VA 
medical  centers  which  may  be  supplemented  by  other  means,  such  as  fee-basis 
care. 

NOVA  would  like  to  take  this  opportunity  to  support  the  VA  Inspector 
General's  recommendations  released  last  week  along  with  his  report  on  VHA's 
management  of  women  veterans'  health  care.  They  are  quite  similar  to 
nova's  findings  and  recommendations.  Again,  Mr.  Chairman,  NOVA  urges 
all  efforts  to  expand  and  fund  VA  research  relating  to  Women  Veterans  Health. 

It  is  very  discouraging  to  note  that  the  Population  Study  of  Women 
Veterans,  mandated  by  law  to  determine  the  needs  of  women  veterans  for 
health  care  services,  was  not  funded.  VA  research  appropriations  for  FY  1993 
and  FY  1994  are  not  available  for  new  proposals  relating  to  the  health  of 
women  veterans. 

VA  policy  to  include  women  in  study  populations  and  all  research  proposals, 
if  gender-appropriate,  is  limiting.  Almost  all  research,  90%  or  more,  includes 
female  veterans  in  medical  and  health  care  research  supported  or  conducted  in 
VA.  But  no  specific  research  is  being  conducted  on  women.  The  standard 
answer  is,  "too  small  a  sample." 

There  is  no  research  data  on  the  incidence  of  cancer  among  women  veterans 
and  their  non-veteran  peers.  According  to  the  American  Cancer  Society,  no 
such  data  exist.  The  VA  does  not  have  a  centralized  tumor  registry.  A  proposal 
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for  one  has  been  submitted  this  year  by  Dr.  Neologian  with  Marsaleen  Fowler 
as  the  proposal  writer. 

NOVA  recommends  that  Congress  request  the  American  Association  of 
Cancer  Center  Registries  to  include  a  question  regarding  veteran  status. 
Another  suggestion  is  to  have  VA  submit  data  on  diagnosed  cancer  in  female 
and  male  patients  to  each  state's  Centralized  State  Tumor  Registry  Program. 
The  states,  too,  would  need  an  intake  data  question  on  veteran  status,  whether 
or  not  using  the  VA. 

S.  1 122  VA  Health  Professionals  Education  Debt  Reduction  Act 

NOVA  enthusiastically  endorses  Senator  Mikulski's  bill  to  allow  health 
education  funds  for  debts  already  incurred  by  VA  employees.  This  would  be 
in  addition  to  scholarships  and  training  programs  already  available.  Incentives 
for  education  must  be  maintained  to  attract  staff,  enhancing  VA's  ability  to 
give  high  quality  care  in  areas  most  needed.  Service  requirement  before 
payment  of  debt  is  most  reasonable. 

Health  professionals  being  considered  for  loan  repayments  include  a  broad 
range  of  services  vitally  needed  for  comprehensive  care.  NOVA  urgently  asks 
that  this  legislation  be  expanded  to  include  master  degree-prepared  nurses. 
Currently,  the  VA  is  experiencing  a  high  vacancy  rate  for  directors  and 
managers  of  long-teim  care  facilities,  such  as  nursing  homes. 

There  is  a  greater  need  for  advanced  practice  nurses  for  primary  care 
management,  particularly  in  ambulatory  care  settings,  health  maintenance 
clinics  and  community  health  facilities,  all  of  which  assist  in  avoiding  tertiary 
care  hospitalization. 

Some  generic  nurse  education  is  given  at  the  master's  level.  Older  and 
second  career  candidates  are  entering  nursing — and  they  tend  to  stay  in  nursing. 

In  general,  there  is  less  of  a  need  for  bedside  nurses  as  care  is  centered 
outside  of  the  hospital.  Even  though  baccalaureate  and  master  degrees  is  more 
costly,  they  pay  off  They  build  on  career  development  and  retain  nurses  in  the 
VA. 

S.  452,  Rural  Health  Care  Clinic  Program 

NOVA  fully  supports  the  rural  health  care  clinic  initiative,  particularly 
mobile  health  care  clinics,  which  have  proven  successful,  according  to  initial 
reports  about  mobile  health  clinics  already  in  operation.  Overall,  this  bill 
proposes  an  expansion  of  similar  VA  health  care  services  to  eligible  veterans 
living  in  rural  and  remote  areas  through  the  use  of  both  mobile  and  stationary 
clinics. 

According  to  a  VA  study,  service-connected  veterans  in  remote,  rural  areas 
are  poorer  and  less  likely  to  travel  long  distances  for  VA  outpatient  care.  Thus, 
there  is  a  need  to  improve  access  to  health  services  for  these  veterans. 
Treatment  teams  should  be  independently  funded  and  staffed  and  provide  a 
wide  range  of  treatment  and  diagnostic  services. 

NOVA  recommends  that  VA  expand  this  program  to  include  veterans 
currently  eligible  for  inpatient  care,  as  well  as  for  outpatient  care.  Restrictive 
eligibility  requirements  should  not  be  a  factor  in  accessing  care.  The  cost  of 
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providing  the  rural  health  care  clinic  program  may  be  offset  by  reductions  in 
patient  length  of  stays  at  expensive  tertiary  centers.  Patient  assessments, 
preventive  measures  and  follow-up  care  can  be  provided  in  strategic  locations 
in  a  timely  manner. 

S.  582,  Adult  Day  Health  Care  in  State  Homes 

NOVA  is  highly  supportive  of  S.  582  which  extends  VA's  authority  to 
provide  per  diem  payment  to  States  for  eligible  veterans  who  receive  adult  day 
health  care  services  in  State  Veterans'  Homes,  and  which  authorizes  assistance 
to  States  for  the  construction  of  adult  day  health  care  facilities  at  state  homes. 

NOVA  believes  adult  day  health  care  is  a  more  humane  alternative  to 
institutional  care,  such  as  nursing  homes.  Not  only  is  it  more  desirable  for 
family  members  who  can  live  at  home,  it  is  less  costly.  Day  care  is  a  means 
of  respite  for  family  caretakers  and  lessens  a  need  for  use  of  leave  days  in 
caring  for  dependent  adults.  Through  this  program,  multiple  components  of 
health,  social  and  educational  services  can  be  provided  in  a  supportive 
environment  structured  for  veterans.  Quality  of  life  improves  for  both  veterans 
and  family  care  givers. 

S.  1094,  DioxiN  AND  Ionizing  Radiation  Treatment  Authority 

NOVA  endorses  Senator  Daschle's  bill  to  extend  authority  for  medical  care 
of  veterans  exposed  to  dioxin  or  ionizing  radiation.  A  report  is  due  this  summer 
from  the  National  Academy  of  Science  on  the  health  effects  of  Agent  Orange. 
It  may  also  contain  some  unanswerable  questions.  In  the  interim,  VA  should 
respond  to  veterans'  needs  and  care  as  indicated. 

Draft  Bill,  Veterans'  Hospice  Services  Act  of  1993 

NOVA  commends  the  concept  of  this  bill  and  strongly  backs  VA  in 
providing  hospice  care  to  terminally  ill  veterans.  We  believe  the  VA  is  already 
providing  hospice  services  through  the  VA  Hospice  Program,  described  in  a 
VHA  Directive  which  expires  September  9,  1993;  it  is  working  and  expanding 
since  implementation  one  to  two  years  ago.  NOVA  advocates  that  VA  focus 
its  resources  by  formally  evaluating  and  reporting  on  the  effectiveness  of  this 
program.  Included  in  this  hospice  care  program  are  five  modes  of  providing 
inpatient,  community-based  and  home-based  components  of  hospice  care 
services  now  in  place  at  every  VA  medical  center. 

Mr.  Chairman,  NOVA  respectfully  asks  that  the  Committee  consider 
extending  the  aspects  of  the  VA  Hospice  Program  already  operational  and 
assist  in  implementing  plans  for  improving  services.  For  example,  10  of  the  39 
inpatient  hospice  units  have  10  or  more  beds  per  unit.  Each  medical  center  has 
a  Hospice  Consultation  Team  (HCT)  available  to  dying  patients,  families  and 
staff  as  part  of  a  coordinated  program  of  palliative  and  supportive  care.  Focal 
areas  of  VA's  hospice  care  include  inpatient  care  with  HCT,  home  care  with 
referral  to  community  based  hospices,  placement  in  HBHC  programs  and  use 
of  community  hospice  agencies  or  centers. 

In  general,  the  VA's  hospice  program  enables  quality  of  life  care  which 
minimizes  physical  pain  and  emotional  suffering,  provides  access  to  care  and 
is   cost-effective    in   that   unnecessary   life-sustaining   procedures,   such   as 
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aggressive  treatment  measures  during  the  last  one  to  two  months  of  life,  are 
eliminated. 

Resources  needed  for  enhancing  the  hospice  program  include: 

•  computer  data  support  to  track  patients'  families  for  follow-up  bereave- 
ment support; 

•  secretarial  support  for  hospice  consultation  teams  (HCT's); 

•  increased  support  for  discrete  hospice  model  units; 

•  a  funded  full-time  position  for  each  HCT  coordinator,  preferably  a  nurse 
due  to  the  biopsychosocial  assessment  skills  needed; 

•  an  increase  of  designated  inhospice  bed  units,  with  training  funds  for 
staff  and  outside  consultants;  e.g.,  ethics  consultant. 

Thank  you,  Mr.  Chairman,  for  the  opportunity  to  submit  this  testimony. 
NOVA  looks  forward  to  working  with  you  and  the  committee  on  veterans 
health  care  services. 


STATEMENT  OF  THE  NATIONAL  HOSPICE  ORGANIZATION 

On  behalf  of  its  members  and  the  terminally  ill  patients  and  families  they 
serve,  the  National  Hospice  Organization  (NHO)  would  like  to  thank  the 
Committee  for  being  invited  to  submit  testimony  regarding  S.  1141,  the 
Veterans  Hospice  Services  Act  of  1993. 

NHO  commends  Chairman  Rockefeller  and  ranking  minority  member 
Murkowski,  as  well  as  Committee  members  Graham  and  Akaka,  for  sponsoring 
this  legislation  which  recognizes  the  importance  of  making  hospice  care 
available  to  our  nation's  veterans.  NHO  is  very  supportive  of  this  legislation 
to  establish  a  hospice  pilot  program  within  the  VA  system  and  appreciates  the 
opportunity  to  provide  comments  on  the  bill's  specific  provisions. 

National  Hospice  Organization 

The  National  Hospice  Organization,  headquartered  in  Arlington,  Virginia, 
is  the  only  national  nonprofit  membership  organization  devoted  exclusively  to 
hospice  in  the  United  States.  Since  1978,  it  has  worked  to  meet  the  needs  of 
the  terminally  ill  and  promote  the  philosophy  of  hospice  care. 

NHO's  members  include  more  than  1400  provider  members  (local  hospices) 
in  all  50  states  and  some  2000  individual  professional  members.  Forty-six 
states  have  developed  state  hospice  organizations,  which  are  also  members  of 
NHO. 

NHO  represents  the  interests  of  the  terminally  ill  and  hospice  care  providers 
to  Congress,  government  agencies,  the  courts,  other  national  organizations,  and 
the  public.  It  is  strongly  committed  to  expanding  access  to  hospice  care  for  all 
terminally  ill  individuals  who  wish  this  mode  of  care.  Among  the  issues  it  has 
addressed  are  standards  criteria,  patient  self-determination,  reimbursement, 
hospice's  opposition  to  euthanasia  and  physician-assisted  suicide,  licensure,  and 
ethical  practices  of  hospice  care. 
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Hospice  Historical  Profile 

Hospice  is  a  philosophy  and  program  of  care  for  the  terminally  ill  that  is 
currently  one  of  the  most  frequently  discussed  concepts  of  innovative 
approaches  to  health  care.  In  1990,  the  American  College  of  Physicians 
presented  to  the  National  Hospice  Organization  the  Richard  &  Hinda  Rosenthal 
Foundation  Award  in  recognition  of  the  "recent  original  approach  in  delivery 
of  health  care  or  in  the  design  of  facilities  for  its  delivery  [which]  will  increase 
its  clinical  and  economic  effectiveness."  However,  most  people  are  unaware 
that  the  significant  recent  growth  of  hospice  care  in  the  United  States  and 
internationally  is  nurtured  by  ancient  roots.  The  modem  hospice  can  be  traced 
to  the  Irish  Sisters  of  Charity  who  established  St.  Joseph's  Hospice  at  London 
in  1905.  However,  the  hospice  most  often  recognized  as  the  model  of 
contemporary  hospice  philosophy  and  care  is  St.  Christopher's  in  London. 
Started  by  Dame  Cicely  Saunders,  in  1968,  St.  Christopher's  laid  the  basis  for 
a  philosophy  that  emphasizes  palliative  care,  i.e.,  pain  and  symptom  control 
rather  than  curative  care  for  the  terminally  ill. 

The  first  United  States  hospice  program  began  in  New  Haven,  Connecticut 
in  1974.  In  the  ensuing  years  hundreds  of  hospices  developed  across  the 
country.  In  1982,  Congress  enacted  the  Medicare  Hospice  Benefit,  making 
hospice  care  a  covered  service  for  the  Medicare-eligible  population.  This  new 
benefit  became  a  stabilizing  force  in  the  hospice  community  and  announced  the 
arrival  of  hospice  as  a  credible  alternative  to  traditional  methods  of  caring  for 
the  dying. 

Originally,  the  Medicare  hospice  benefit  contained  a  "sunset  clause."  in 
1986,  Congress  removed  the  sunset  and  made  hospice  care  a  permanent 
Medicare  benefit.  Also  in  1986,  Congress  established  the  option  for  states  to 
provide  hospice  services  under  Medicaid.  Today,  more  than  30  states  provide 
a  hospice  benefit  through  their  Medicaid  programs. 

In  1991,  Congress  authorized  coverage  of  hospice  care  under  CHAMPUS, 
and  NHO  anticipates  that  the  Department  of  Defense  will  publish  regulations 
this  year  to  implement  the  CHAMPUS  hospice  benefit.  Last  year  as  part  of  the 
Indian  Health  Care  Improvements  Act  of  1992,  Congress  directed  the  Secretary 
of  the  Department  of  Health  and  Human  Services  to  conduct  a  hospice 
feasibility  study  for  Native  Americans. 

There  also  is  widespread  coverage  of  hospice  care  under  private  insurance. 
According  to  the  Health  Insurance  Association  of  America,  more  then  80%  of 
employees  in  medium  and  large  companies  have  hospice  coverage. 

Ensuring  that  American  veterans  also  have  access  to  comprehensive  hospice 
care  is  a  goal  for  NHO  as  well  as  for  this  Committee.  Our  comments  on 
S.  1141  reflect  both  our  impatience  and  our  concern  that  all  of  the  elements  of 
hospice  care  be  understood  and  offered  to  terminally  ill  veterans. 

The  Basics  of  Hospice 

Hospice  care  is  based  on  a  philosophy  which  embraces  six  significant 
concepts: 

•    Death  is  a  natural  part  of  life.  When  death  is  inevitable,  hospice  will 
neither  seek  to  hasten  nor  to  postpone  it. 
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•  Hospice  care  establishes  pain  and  symptom  control  as  an  appropriate 
clinical  goal. 

•  Hospice  recognizes  death  as  both  a  spiritual  and  a  physical  experience. 
Psychological  and  spiritual  pain  are  as  significant  as  physical  pain,  and 
deserve  the  same  attention. 

•  Patients,  their  families  and  loved  ones  are  the  unit  of  care.  Hospice  has 
learned  that  to  care  effectively  for  patients,  it  cannot  separate  patients 
from  their  environment.  That  environment  includes  their  homes,  their 
families  and  their  friends. 

•  Bereavement  care  is  critical  to  supporting  surviving  family  members  and 
friends. 

•  Hospice  care  is  made  available  by  most  hospices  regardless  of  the 
patient's  ability  to  pay. 

Hospice  care  is  predominantly  home  care,  with  the  goal  being  prevention  of 
institutionalization  whenever  possible.  Because  hospice  patients  are  acutely  ill, 
however,  hospice  is  not  considered  long-term  care. 

Using  a  comprehensive  case  management  approach,  hospice  care  is  guided 
by  a  plan  of  care  which  is  developed  by  an  interdisciplinary  team  in  conjunc- 
tion with  the  patient  and  family.  The  goal  of  the  plan  is  to  care  for  the  patient 
and  the  family  as  the  "unit  of  care,"  to  provide  an  alert,  pain-free  life,  and  to 
manage  other  symptoms  so  that  individuals  can  "live  until  they  die"  with 
personal  dignity  and  quality  of  life  at  home  or  in  a  home-like  setting.  Hospice 
professionals  include: 

Nurses 

Physicians 

Social  Workers 

Administrators 

Hospice  Home  Health  Aides 

Volunteers 

Spiritual  Caregivers 

Bereavement  Professionals 

Mental  Health  Professionals 

Pharmacists 

Allied  Therapists  (physical,  occupational,  speech) 

Funeral  Directors 

This  team  of  professionals  works  together,  hand-in-hand  with  the  patient  and 
the  patient's  family,  to  provide  efficient,  effective,  and  appropriate  care  for  the 
dying  patient  which  enhances  the  quality  of  life  for  both  the  patient  and  his  or 
her  family. 

In  compliance  with  the  Medicare  Hospice  Conditions  of  Participation  and 
National  Hospice  Organization  Standards  of  Care,  this  interdisciplinary  team 
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provides  hospice  services,  as  needed,  to  the  terminally  ill  patient  who  has  a 
prognosis  of  a  limited  life  expectancy.  These  services  may  include: 

Intermittent  Nursing  Services 

Physician  services 

Social  work  services 

Drugs,  including  outpatient  drugs 

Spiritual,  dietary  and  other  counseling 

Physical,  occupational  and  speech  therapy 

Volunteers 

Medical  supplies  and  equipment 

Hospice  home  health  aides 

Short-term  inpatient  care 

Bereavement  care  for  family  members 

Continuous  home  nursing  care  during  periods  of  medical  crisis 

These  comprehensive  services  are  available,  as  needed,  24  hours  per  day, 
seven  days  per  week  to  the  hospice  patient  and  his  or  her  family. 

With  regard  to  reimbursement.  Medicare  and  Medicaid  directly  pay  hospices 
an  all-inclusive  (except  attending  physician  services),  prospective  daily  rate 
based  on  a  particular  level  of  care  delivered  on  that  day.  The  four  levels  of  care 
are:  (I)  Routine  Home  Care,  (2)  Continuous  Home  Care,  (3)  Inpatient  Respite 
Care,  and  (4)  General  Inpatient  Care.  No  more  than  20  percent  of  a  hospice's 
aggregate  days  may  be  furnished  at  the  inpatient  level  of  care,  and  there  is  an 
annual  aggregate  expenditure  cap  per  hospice,  calculated  on  a  per  patient  basis, 
of  $11,551  (1992). 

Cost/Benefit  Analysis 

As  is  well  known,  28  percent  of  all  Medicare  expenditures  are  for  people  in 
the  last  year  of  life,  and  almost  50  percent  of  those  costs  are  expended  in  the 
last  two  months  of  life.  The  majority  of  these  costs  go  towards  hospitalizations 
and  the  associated  costs  of  high-tech  interventions. 

A  recent  study  published  in  the  Journal  of  the  American  Medical  Associa- 
tion completed  at  the  Moffitt  Cancer  Center  and  Research  Institute  and 
University  of  South  Florida,  indicated  that  the  majority  of  patients  with  certain 
cancers  admitted  to  the  intensive  care  unit  die  before  discharge,  or,  if  they 
survived  the  term  of  hospitalization,  they  spend  a  minimal  amount  of  time  at 
home  before  dying.  This  treatment  is  done  at  great  cost  to  the  health  care 
system  and  the  patients  and  families.  The  study  noted  that  this  financial  burden 
may  considerably  affect  the  quality  of  life  of  the  surviving  family  for  a 
significant  period  of  time  even  though  these  investments  did  not  support 
significant  extensions  of  life.  (Note  1) 

The  same  article  noted  that  those  patients  not  enrolled  in  hospice  care  spent 
23  of  their  last  days  in  the  hospital  while  patients  enrolled  in  hospice  spent 
only  eight  days  in  acute  care  settings.  The  cost  savings  associated  with  hospice 
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care  is  in  its  ability  to  substitute  for  hospital  days,  and  when  acute  care  is 
required,  to  provide  such  care  without  the  costly  high  tech  interventions  of  an 
intensive  care  unit.  A  February,  1992  Health  Services  Research  article  stated, 
"Clearly,  patterns  of  care  for  terminally  ill  patients  are  amenable  to  consider- 
able substitution.  .  .  ."  (Note  2)  It  has  been  a  goal  of  NHO  to  make  that  fact 
more  readily  understood  by  health  care  professionals  and  the  general  public.  A 
reflection  of  the  value  placed  on  hospice  by  the  public  can  be  found  in  the 
recently  approved  Oregon  Medicaid  waiver  program  which  lists  hospice  care 
in  the  "essential"  category. 

The  success  of  hospices  in  reducing  the  cost  of  health  care  to  date  is 
demonstrated  in  another  1992  Health  Services  Research  article  on  hospice 
costs,  in  this  article.  Dr.  David  Kidder  looked  at  Medicare  Part  A  expenditures 
for  terminally  ill  patients  cared  for  in  hospice  compared  to  non-hospice  patients 
in  1985  and  1986.  He  found  that  for  every  dollar  spent  on  hospice  care. 
Medicare  saved  $1.26.  (Note  3) 

Kaiser  Permanente  conducted  a  hospice  cost-effectiveness  study  in  the  late 
1980's  focusing  on  non-Medicare  and  non-Medicaid  terminally  ill  patients  who 
entered  hospice  care.  The  study  showed  an  average  cost  savings  per  hospice 
patient  of  about  $1,430  to  the  HMO.  (Note  4) 

Veterans'  Access  to  Hospice  Care 

NHO  is  strongly  committed  to  helping  to  ensure  that  our  nation's  veterans 
have  access  to  comprehensive  hospice  care  should  they  become  terminally  ill. 
Undoubtedly  not  every  terminally  ill  veteran  would  choose  hospice  care  in  lieu 
of  traditional,  curative-focused  treatment.  NHO  nevertheless  believes  that  each 
veteran  should  have  that  choice  to  make. 

NHO  commends  the  Department  of  Veterans  Affairs  ("VA")  for  its  efforts 
to  provide  veterans  with  access  to  hospice  care.  During  the  last  two  years,  the 
VA  has  made  significant  progress  in  establishing  programs  for  the  terminally 
ill  through  its  system  of  medical  centers.  According  to  the  VA's  testimony 
before  the  Committee,  the  VA  has  established  a  hospice  consultation  team, 
consisting  of  at  least  a  physician,  nurse,  social  worker,  and  chaplain,  in  each 
of  its  approximately  170  medical  centers.  The  team  serves  as  the  point  of 
contact  on  hospice  care  issues  for  the  medical  center,  performing  such 
functions  as  consulting  with  the  patient's  primary  care  team  on  pain  manage- 
ment, advising  hospital  management  on  policies  and  procedures  related  to  the 
provision  of  hospice  care,  and  keeping  abreast  of  developments  in  hospice 
programs. 

In  addition,  39  of  VA's  medical  centers,  not  quite  one-quarter  of  all  centers, 
now  have  hospice  inpatient  units.  The  VA  also  reports  that,  under  certain 
circumstances,  the  VA  contracts  for  hospice  care  and  also  refers  Medicare- 
eligible  veterans  to  Medicare-certified  community-based  hospice  programs. 
(Note  5) 

Again,  NHO  believes  that  these  developments  demonstrate  a  commitment 
on  the  part  of  the  VA  to  address  the  need  for  making  hospice  care  available  to 
veterans  and  constitute  important  concrete  steps  in  making  access  to  hospice 
care  for  all  terminally  ill  veterans  a  reality.  However,  NHO  respectfully 
disagrees  with  the  VA's  contention  that  these  improvements  eliminate  the  need 
for  the  hospice  pilot  program  proposed  in  S.  1 141.  Certainly,  any  pilot  program 
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to  test  various  ways  to  deliver  hospice  care  should  complement,  not  conflict 
with,  the  VA  s  existing  hospice  efforts,  and  the  VA  should  be  encouraged  to 
continue  these  efforts  during  any  hospice  pilot  program.  But,  for  a  number  of 
reasons  discussed  below,  NHO  believes  that  a  veterans'  hospice  pilot  program 
is  warranted  and  supports  S.  1141  while  recommending  certain  modifications 
to  the  bill. 

A  Veterans'  Hospice  Pilot  Program  Is  Warranted 

First,  based  on  NHO's  understanding  of  the  VA's  medical  center-based 
hospice  programs,  it  appears  that  the  VA  currently  is  not  making  comprehen- 
sive hospice  care  universally  available  to  terminally  ill  veterans.  The  establish- 
ment of  a  hospice  consultation  team  in  each  VA  medical  center  undoubtedly 
serves  a  valuable  function  of  sensitizing  the  facility's  personnel  to  the  special 
needs  of  the  terminally  ill.  (Note  6)  It  is  not  clear,  however,  that  facility 
personnel,  in  conjunction  with  this  team,  are  offering  the  full  range  of  hospice 
services,  including  a  focus  on  the  patient's  family.  In  addition,  while  there  may 
be  a  few  stellar  examples  of  comprehensive  hospice  programs  developed  by 
VA  medical  centers,  it  appears  that  more  frequently  hospice  in  the  VA 
currently  is  limited  to  the  provision  of  better  pain  management  and  other 
"hospice-type"  services  to  hospitalized  terminally  ill  veterans. 

While  effective  pain  management  is  a  key  component  of  hospice  care,  it 
alone  does  not  constitute  hospice  care.  Also,  as  outlined  above,  hospice  by 
design  is  predominately  home  care  and,  to  the  extent  possible,  veterans  should 
have  the  opportunity  to  remain  at  home  during  the  final  stages  of  terminal 
illness. 

Second,  based  on  anecdotal  reports  from  NHO  members,  it  is  NHO's 
understanding  that  there  have  been  particular  problems  regarding  the  VA 
contracting  with  community-based  hospices  to  provide  care.  There  are  reports 
that  VA  medical  centers  contend  that  they  do  not  have  the  authority  to  contract 
with  community-based  hospices  for  the  full  range  of  hospice  services  and,  in 
an  era  of  strained  budgets,  it  may  be  particularly  difficult  for  a  medical  center 
to  "divert"  any  of  its  funds  to  an  outside  provider. 

Third,  NHO  must  question  the  basis  for  the  conclusion  presented  in  the 
VA's  testimony  that  "[tjhose  facilities  with  separate  inpatient  hospice  units  are 
not  providing  better  hospice  care  than  those  without  units,  they  are  just 
providing  care  in  a  different  type  of  setting."  While  this  may  be  accurate,  there 
does  not  appear  to  be  any  concrete,  analytical  evidence  to  support  this 
contention.  The  bill's  pilot  program  would  provide  such  evidence. 

Fourth,  NHO  believes  that,  because  of  the  diversity  of  the  U.S.  veterans' 
population  and  because  of  numerous  differences  across  VA's  medical  centers, 
it  is  likely  that  a  variety  of  approaches  for  delivering  hospice  care  to  terminally 
ill  veterans  will  be  needed.  The  proposed  pilot  program  should  contribute 
substantially  to  the  knowledge  base  needed  to  determine  which  approach  works 
best  in  each  type  of  center,  as  well  as  to  develop  and  refme  successful  delivery 
models. 


90 

Analysis  of  S.  1 141 ,  the  Veterans'  Hospice  Services  Act  of  1993 

Overall,  NHO  is  very  supportive  of  S.  1 141,  the  Veterans'  Hospice  Services 
Act  of  1993.  This  bill  would  establish  a  pilot  program  to  test  various  ways  to 
deliver  hospice  care  to  terminally  ill  veterans  who  would  choose  to  receive 
such  care.  There  are  many  features  of  the  bill  that  NHO  strongly  supports,  such 
as: 

Definition  of  hospice  care  and  hospice  program. 

NHO  strongly  supports  using  Medicare's  definitions  of  hospice  care  and 
hospice  program  for  the  veterans'  pilot  program.  Hospice  care,  as  defined  by 
Medicare,  represents  a  comprehensive  array  of  hospice  services.  The  definition 
of  hospice  program  under  Medicare  requires,  among  other  things,  that  the 
provider  of  hospice  services  be  dedicated  to  this  mode  of  care  and  be  equipped 
to  provide  directly  certain  core  services.  Use  of  these  definitions  provides 
assurances  that  comprehensive  hospice  care  will  be  available  to  veterans  under 
the  pilot  and  that  qualified  providers  will  deliver  the  care. 

Coverage  of  personal  care  services. 

NHO  is  pleased  that  the  pilot  would  cover  personal  care  services  in  addition 
to  comprehensive  hospice  care  when  needed.  As  a  home-centered  mode  of  care 
in  which  family  plays  an  integral  role,  successful  hospice  care  at  home  depends 
on  the  active  participation  of  a  primary  caregiver.  Unfortunately,  not  every 
hospice  patient  has  family  or  other  loved  ones  available  to  assume  the  role  of 
primary  caregiver.  By  providing  coverage  for  personal  care  services,  the  bill 
establishes  a  way  for  veterans  living  alone  to  obtain  needed  substitute  primary 
caregiver  services  and  thus  be  better  able  to  remain  at  home  and  receive 
hospice  care. 

Ability  for  VA  to  contract  with  community-based  hospices. 

As  mentioned  above,  NHO  hospice  members  have  reported  problems  in 
attempting  to  contract  with  individual  VA  medical  centers  to  provide 
comprehensive  hospice  services  to  terminally  ill  veterans.  NHO  is  pleased  that 
this  pilot  clearly  establishes  contracting  for  services  as  one  delivery  method  to 
be  tested.  In  addition,  NHO  believes  it  is  important  that  the  pilot  will  test  two 
short-term  inpatient  care  settings — the  VA  hospital  and  the  non-VA  hospital. 
While  use  of  VA  facilities  generally  may  be  preferred  by  the  VA  and  patients 
alike,  it  may  sometimes  be  infeasible  to  do  so-if  the  patient  is  receiving  home 
care  and  the  VA  hospital  is  too  distant  from  the  patient's  home. 

Reimbursement  mechanism  allows  the  VA  to  provide  "in  kind  senices.  " 

While  NHO  recommends  below  a  modification  to  the  bill's  payment 
provisions,  it  believes  that  the  "in-kind  services"  option  to  pay  for  services 
exceeding  that  which  the  Medicare  rate  covers  is  a  good  one.  For  example,  a 
terminally  ill  veteran  hospice  patient  may  have  extraordinarily  high  drug  costs 
for  which  a  community-based  hospice  may  need  additional  payment.  Under  the 
"in  kind"  option,  it  may  well  be  most  cost  effective  to  have  the  VA  provide  the 
drugs  in  kind  to  the  contracting  hospice,  since  the  VA  is  able  to  acquire  drugs 
at  a  very  advantageous  rate.  The  VA  also  may  be  able  to  establish  a  network 
of  substitute  primary  caregivers  who  could  provide  needed  personal  care 
services  in  kind. 
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Provision  clarifying  (hat  pilot  program  would  not  preclude  the  VA  from 
furnishing  hospice  care  outside  the  pilot. 

NHO  strongly  supports  the  provision  of  the  bill  which  clarifies  that  the  pilot 
program  would  not  preclude  the  VA  from  furnishing  hospice  care  at  medical 
centers  not  participating  in  the  pilot  or  control  group.  As  discussed  above,  the 
VA  has  made  important  progress  in  developing  the  capacity  to  provide  hospice 
care.  Moreover,  as  a  practical  matter,  the  pilot  and  control  group  sites  at  most 
will  total  40 — ^less  than  a  quarter  of  the  VA's  medical  centers.  This  provision 
should  serve  to  encourage  the  VA  to  continue  its  efforts  and  make  at  least 
some  hospice  services  available  to  terminally  ill  veterans  who  are  served  by  the 
75%  of  medical  centers  which  will  not  be  participating  in  the  pilot. 

Recommendations  for  change. 

NHO  also  would  like  to  make  the  following  recommendations  to  add  to  and 
modify  the  hospice  pilot  program  legislation: 

All  VA  medical  centers  should  clearly  be  given  the  authority  to  contract  with 
community-based  hospice  providers. 

With  regard  to  veterans"  hospice  care,  NHO's  goal  overall  is  to  make 
hospice  care  available  to  all  terminally  ill  veterans  who  wish  this  mode  of  care. 
Therefore  NHO  would  like  to  make  an  initial  recommendation  which  goes 
beyond  the  specifics  of  the  proposed  hospice  pilot  program. 

As  discussed  above,  all  VA  medical  centers  should  be  encouraged  to 
continue  efforts  to  make  hospice  care  available.  In  order  to  facilitate  these 
efforts,  the  veterans'  statute  should  be  amended  to  give  VA  medical  centers  the 
clear  authority  to  contract  with  community-based  hospices  to  provide  the  full 
range  of  hospice  services  to  veterans  who  are  not  Medicare-or  Medicaid- 
eligible. 

The  hospice  consultation  team  within  each  VA  medical  center  is  limited  in 
its  ability  to  address  the  hospice  care  needs  of  veterans  living  at  home, 
particularly  when  they  live  a  long  distance  from  the  medical  center.  Clearly 
establishing  this  contracting  authority  is  needed  now  and  would  complement 
the  pilot  program. 

Funding  for  the  pilot  program  should  be  authorized. 

In  order  for  the  hospice  pilot  program  to  be  viable,  NHO  believes  that 
funding  for  the  pilot  needs  to  be  authorized.  Even  though  NHO  believes  that 
the  availability  of  hospice  care  in  the  long  run  will  result  in  more  cost-effective 
care  for  terminally  ill  veterans,  there  will  be  start-up  costs  and  research  costs 
associated  with  the  pilot  program.  Moreover,  the  success  of  such  a  pilot  will 
inevitably  depend  in  large  part  on  the  degree  of  commitment  to  the  project 
expressed  by  the  Department.  It  seems  somewhat  unrealistic  to  believe  that  the 
VA  could  enthusiastically  support  a  pilot  which  it  already  feels  is  not  needed 
and  for  which  there  would  be  no  financial  support.  Modest  additional  funding 
should  be  authorized  and  appropriated. 

For  reimbursing  community-based  hospices  under  contract  with  the  VA  the 
Medicare  hospice  payment  rates  should  serve  as  the  floor,  not  the  ceiling. 

NHO  is  pleased  that  the  payment  rates  for  contracting  hospices  would  be 
tied  to  Medicare  hospice  payment  rates.  However,  it  is  concerned  that  the 
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Medicare  rate  would  serve  as  the  ceiling  and  recommends  that  the  bill  be 
modified  to  use  the  Medicare  rates  as  the  payment  floor  for  the  pilot  program. 

NHO  understands  that  the  bill  also  provides  for  additional  payment  should 
the  basic  rate  paid  prove  to  be  inadequate  on  a  case-by-case  basis.  It  strongly 
supports  this  provision  but  believes  that  this  case-by-case  add-on  should  only 
be  needed  under  extraordinary  circumstances.  By  having  the  Medicare  payment 
rates  serve  as  the  ceiling,  a  VA  medical  center  could  set  the  basic  rate  so  low 
as  to  trigger  the  need  to  seek  an  add-on  for  every  case.  This  use  of  the  add-on 
provision  would  create  unreasonable  administrative  burdens  for  both  the  VA 
and  the  contracting  hospice  and  would  lead  to  unnecessary  higher  costs  not 
directly  related  to  patient  care. 

Using  the  Medicare  payment  rates  as  the  payment  floor  for  the  pilot  would 
be  consistent  with  the  approach  adopted  by  the  Congress  when  it  established 
the  optional  hospice  benefit  for  Medicaid  where  states  have  the  authority  to  pay 
more  for  hospice  care  but  may  not  pay  less  than  the  Medicare  payment  levels. 
NHO  again  urges  the  Committee  to  use  this  approach,  which  has  the  added 
benefit  of  minimizing  cost  shifting  among  Government  payors. 

The  comparative  analysis  portion  of  the  study  should  control  for  several 
patient  factors  which  could  influence  such  variables  as  cost  and  the  number  of 
inpatient  admissions. 

First,  NHO  is  supportive  generally  of  the  study  design.  It  appears  to  be  quite 
an  ambitious  study,  and  NHO  hopes  that  this  research  will  advance  the  body 
of  hospice  knowledge  for  the  VA,  as  well  as  the  larger  hospice  community 
generally.  NHO  is  concerned,  however,  that  the  description  of  the  study  may 
not  adequately  address  a  number  of  patient  factors  which  could  influence  such 
things  as  cost,  the  need  for  inpatient  admissions,  and  the  number  and  type  of 
procedures  used. 

NHO  urges  that  the  study  design  clearly  include  the  collection  of  certain 
baseline  data  on  several  patient  characteristics  for  both  pilot  and  control  group 
patients  so  that  the  final  analysis  will  allow  for  an  "apples  and  apples" 
comparison.  For  example,  some  terminal  illnesses  (e.g.,  AIDS)  generally 
require  greater  resource  use.  A  patient's  family  situation  also  may  be  an 
important  factor  for  resource  use  needs.  A  patient  without  family  may  need 
substitute  primary  caregiver  services  and  may  be  more  likely  to  require  an 
inpatient  admission.  On  the  other  hand,  involvement  of  family  members  may 
increase  the  need  for  counseling  and  bereavement  services. 

Data  concerning  patient  characteristics  should  include,  but  not  be  limited  to: 
patient's  diagnosis;  patient's  psychological  status;  patient's  functional 
dependence  status  (e.g.,  limitations  with  respect  to  the  activities  of  daily 
living);  and  the  availability  and  stability  of  the  patient's  family. 

Conclusion 

Again,  NHO  commends  the  Committee  for  addressing  the  needs  of 
terminally  ill  veterans  and  appreciates  the  opportunity  to  offer  its  comments  on 
S.  1 141.  NHO  and  its  member  hospices  stand  ready  to  provide  any  assistance 
that  may  be  needed  by  Congress  or  the  Department  of  Veterans  Affairs  as  we 
all  jointly  seek  to  improve  the  quality  of  the  end  of  life  for  those  special  people 
who  are  our  nation's  veterans. 
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5.  NHO  understands  that  VA  medical  centers  are  beginning  to  make  some 
referrals.  While  this  generally  works  well,  there  can  be  a  problem  when  a 
veteran  elects  the  Medicare  hospice  benefit  but  wants  to  continue  receiving  any 
necessary  inpatient  care  in  the  VA  hospital,  since  the  Social  Security  Act 
prohibits  Medicare  payment  for  care  rendered  at  federal  facilities  (including  VA 
hospitals). 

6.  While  the  VA  has  directed  each  VA  medical  center  to  have  such  a  team, 
NHO  provider  members  have  reported  to  NHO  that  not  all  teams  are 
operational  and  that  there  appear  to  be  inconsistencies  in  implementation  of  the 
teams  across  medical  centers  which  have  established  them. 


STATEMENT  OF  HON.  PATRICIA  SCHROEDER,  A  U.S.  REPRE- 
SENTATIVE FROM  THE  STATE  OF  COLORADO 

Mr.  Chairman,  I  am  sorry  that  my  schedule  prevents  me  from  appearing  in 
person  here  today.  Nevertheless,  I  wanted  to  take  this  opportunity  to  thank  you 
for  your  leadership  when  it  comes  to  issues  relating  to  women  veterans.  The 
energy  that  you  have  put  into  this  issue  since  you  assumed  chair  of  the 
Committee  is  nothing  short  of  remarkable. 

As  you  are  aware.  Public  Law  102-585  was  a  breakthrough  for  women 
veterans.  Yet,  the  law  does  not  go  far  enough,  by  introducing  S.  1030,  you 
have  indicated  that  those  who  really  care  about  the  fate  of  women  veterans  are 
not  satisfied  with  what  VA  is  currently  offering.  S.  1030  says  that  sexual 
assault  services  must  be  responsive  to  those  individuals  who  are  in  need,  not 
to  some  arbitrary  time  limit.  It  also  clearly  states  that  Central  Office  must  be 
aware  of  what  is  happening  to  women  veterans  out  in  the  field.  1  am  thrilled 
to  be  carrying  S.  1030's  companion,  H.R.  2285,  in  the  House,  and  you  can 
count  on  me  to  press  for  its  swift  passage. 

I  also  want  to  take  this  opportunity  to  comment  on  the  VA  Inspector 
General's  report  that  was  released  last  week.  This  report  is  a  chilling 
assessment  as  to  the  inconsistencies  of  the  Women's  Veterans  Coordinator 
Program  and  describes  how  WVC's  often  hold  multiple  job  titles,  are  untrained 
for  their  position,  and,  in  several  cases,  are  unclear  as  to  what  their  job 
responsibilities  are.  The  report  also  indicates  that  health  care  services  for 
women  leave  much  to  be  desired.  For  instance,  some  of  the  VAMC's  the  IG 
visited  held  well-women  clinics  for  a  mere  four  hours  every  other  week.  Some 
facilities  did  not  inform  women  patients  as  to  what  services  were  available  to 
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them.  Finally,  in  some  cases,  VAMC  stored  their  gender-specific  health 
equipment  in  inaccessible  areas  and  lacked  basic  provisions  like  plastic  specula, 
rape  kits,  and  obstetrical  kits. 

This  level  of  care  is  simply  intolerable.  Our  1.2  million  women  veterans 
deserve  better.  The  Inspector  General  realized  this,  and  issued  ten  recommenda- 
tions that  will  help  VA  understand  and  respond  to  the  needs  of  their  female 
clients.  For  instance,  the  IG  recommends  that  VA  reallocated  resources  and 
funds  in  Central  Office  to  meet  its  legal  obligations  to  women  veterans  and  that 
VA  provide  a  comprehensive  training  program  to  Women  Veteran  Coordina- 
tors. Once  such  a  program  is  in  place,  WVC's  will  know  what  their  jobs  are 
and  how  to  do  them.  I  endorse  all  of  the  IG's  recommendations,  and  1  hope 
VA  will  implement  them  quickly  and  efficiently. 

In  the  meantime,  VA  has  announced  four  centers  for  women's  health,  and 
will  soon  announce  four  teams  specializing  in  sexual  assault  services.  VA  has 
also  announced  that  69  sexual  trauma  counselors  will  be  placed  at  Veterans 
Centers  around  the  country.  1  applaud  these  efforts,  but  I  remain  skeptical.  For 
instance,  although  one  women's  health  center  was  announced  for  each  region, 
there  are  still  vast  areas  where  women  veterans  will  remain  underserved. 
Furthermore,  while  placing  counselors  at  Veterans  Centers  is  a  first  step,  not 
all  the  counselors  will  be  full  time,  indicating  that  the  positions  are  not  a 
priority  for  VA. 

This  is  only  a  sample  of  the  myriad  problems  women  veterans  face  when 
they  enter  the  VA  system.  S.  1030,  H.R.  2285,  and  other  proposals  will  help 
isolate  and  solve  these  additional  faults.  On  behalf  of  people  concerned  about 
women  veterans,  I  look  forward  to  your  continued  commitment  on  this  issue. 


WRITTEN  QUESTIONS  FROM  CHAIRMAN  ROCKEFELLER  TO 
MICHAEL  BRINCK,  AND  THE  RESPONSES 

S.  452,  Rural  Health  Care  Clinics 

Question  1.  What  types  of  services  do  you  believe  veterans  living  in  rural 
areas  want  from  a  mobile  clinic  or  stationary  outpatient  clinic? 

Response.  AMVETS  believe  the  ranges  of  services  should  include,  but  not 
necessarily  be  limited  to  referral,  inoculations,  blood  work  (off-site  analysis). 
X-rays,  basic  health  screening  (including  gender-specific  tests). 

Question  2.  At  the  hearing,  June  Willenz  of  the  American  Veterans 
Committee  made  some  provocative  comments  about  rural  health  care  and  about 
how  VA  should  make  greater  efforts  to  establish  joint  ventures  with  non-VA 
providers  in  rural  areas.  What  does  your  organization  think  of  this  point? 

Response.  AMVETS  also  participated  in  the  recent  symposium  at  the 
Uniformed  Services  University  of  the  Health  Sciences.  We  agree  with  Ms. 
Willenz  where  she  refers  to  increased  cooperation  between  federal  health  care 
agencies,  especially  DOD.  We  have  often  stated  that  we  support  sharing  of 
resources  in  situations  where  there  is  an  increase  of  the  range  of  treatment 
available  to  veterans. 

However,  except  in  very  special  situations  such  as  where  the  treatment  of 
those  with  spinal  cord  injuries  or  blindness  can  enhance  the  practice  base 
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(hence  the  quality)  of  VA  health  professionals,  we  oppose  opening  VA 
facilities  to  non-veterans  while  there  are  veterans  who  cannot  obtain  treatment 
in  VA.  It  is  a  fact  that  much  of  the  unused  VA  bed  space  referred  to  by  Ms. 
Willenz  is  due  to  staff  shortages  caused  by  personnel  funding  shortfalls. 

AMVETS  is  aware  that  VA  has  the  authority  to  provide  care  for  veterans 
on  a  fee  basis.  This  method  would  certainly  be  appropriate  for  veterans  in  rural 
areas  with  no  nearby  VA  facility. 

Question  3.  Dr.  James  W.  Holsinger,  Jr.,  VA's  Under  Secretary  for  Health, 
testified  that  VA  does  not  need  new  legislation  on  rural  health  care  clinics 
because  it  already  has  sufficient  authority  to  establish  new  facilities  and 
programs  to  meet  rural  veterans'  needs.  How  do  you  rate  VA's  use  of  that 
authority? 

Response.  Given  the  flat-line  funding  Congress  has  provided  for  VA  over 
the  past  decade,  it  is  difficult  to  criticize  VA  for  its  slow  expansion  into  rural 
areas.  Congress  should  provide  the  resources,  then  hold  VA  accountable.  Since 
S.  452  provides  the  funds  for  rural  areas,  AMVETS  supports  the  legislation. 

S.  1030,  Sexual  Trauma  Counseling 

Question  I.  I  am  pleased  that  all  of  the  veterans  service  organizations  that 
testified  at  the  hearing  support  S.  1030,  my  bill  to  extend  and  improve  VA's 
sexual  trauma  counseling  program,  especially  the  provisions  that  would  require 
VA  to  study  the  difficulties  veterans  face  in  obtaining  service  connection  for 
sexual  trauma.  The  Committee  staff  has  heard  from  many  women  veterans 
about  such  difficulties  and  I  would  like  to  know  whether  your  service  officers 
or  members  have  heard  about  these  concerns. 

Response.  AMVETS  national  service  director  has  had  no  feedback  from 
AMVETS  service  officers  regarding  this  problem.  In  response  to  your  question, 
we  have  issued  special  instructions  to  our  service  officers  to  be  aware  of  the 
potential  for  service-connected  sexual  trauma,  especially  with  their  women 
veteran  cases. 

S.  1 141 ,  Hospice  Care  Services 

Question  I.  Dr.  Holsinger  testified  that  VA  hospice  care  services  have 
improved  dramatically  since  our  Committee's  1991  hearing  on  this  topic.  Based 
on  what  you  have  heard  from  your  members,  do  you  believe  his  assessment  is 
accurate? 

Response.  Our  service  officers  and  members  have  noticed  a  significant 
increase  in  VA's  hospice  program.  In  supporting  the  bill,  AMVETS  is  stating 
its  support  for  the  hospice  concept  and  feel  VA  should  make  hospice  services 
available  as  widely  as  possible.  We  continue  to  question  whether  a  pilot 
program  is  necessary. 

Draft  Bill  on  Health  Care  Services  for  Women  Veterans 

Question  I.  As  you  know,  I  was  not  able  to  send  you  my  draft  bill  to 
expand  and  improve  VA  health  care  services  for  women  veterans  in  time  for 
you  to  submit  written  testimony  on  it.  Please  provide  any  written  comments 
your  organization  would  like  to  make  on  this  bill. 
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Response.  AMVETS  supports  the  provision  of  a  full  range  of  services  to 
women  veterans,  just  as  we  support  a  full  range  of  services  for  male  veterans. 
We  note  the  bill  authorizes  contract  services  where  needed,  and  we  support  that 
provision. 

We  are  concerned  that  the  bill  does  not  provide  additional  resources  for  VA 
to  provide  these  services  and  we  urge  the  Congress  to  fund  VA  to  support  this 
bill.  If  the  current  range  of  VA  services  offered  to  veterans  is  judged  to  be 
needed,  then  it  is  unacceptable  to  cut  resources  for  those  programs  to  fund  new 
treatments.  Congress  must  do  so  by  providing  added  resources  for  the  extra 
workload — not  by  disenfranchising  other  veterans. 


WRITTEN  QUESTIONS  FROM  CHAIRMAN  ROCKEFELLER  TO 
FRANK  BUXTON,  AND  THE  RESPONSES 

S.  452,  Rural  Health  Care  Clinics 

Question  1.  What  types  of  services  do  you  believe  veterans  living  in  rural 
areas  want  from  a  mobile  clinic  or  stationary  outpatient  clinic? 

Response.  Rural  veterans  are  astute  enough  to  realize  that  VA  cannot  have 
readily  accessible  care  everywhere  it  is  needed.  However,  there  is  an 
expectation  that  some  primary  care  should  be  available  within  reasonable  travel 
distance.  Preventive  medical  services,  basic  medical  care  such  as  physical 
examination,  pre-and  post-hospitalization  care,  prescription  rewrites,  basic 
laboratory  services,  compensation  and  pension  exams  and  secondary  and 
tertiary  care  referrals  could  be  accomplished  in  an  accessible  ambulatory  care 
setting  such  as  a  clinic  or  a  mobile  clinic. 

Question  2.  At  the  hearing,  June  Willenz  of  the  American  Veterans 
Committee  made  some  provocative  comments  about  rural  health  care  and  about 
how  VA  should  make  greater  efforts  to  establish  joint  ventures  with  non-VA 
providers  in  rural  areas.  What  does  your  organization  think  of  this  point? 

Response.  Ms.  Willenz  testimony  was  well  presented.  The  American  Legion 
strongly  supports  the  provision  of  health  care  by  joint  venture  or,  more 
commonly,  a  sharing  contract  with  another  federal  or  private  sector  provider 
where  VA  care  would  not  be  cost  effective,  in  the  case  of  North  Dakota,  there 
are  already  two  existing  sharing  contracts  between  VA  and  the  U.  S.  Air  Force 
at  Minot,  ND  and  Grand  Forks,  ND,  which  provide  for  thousands  of  outpatient 
visits  and  some  inpatient  and  diagnostic  services,  it  would  be  interesting  to 
know  the  utilization  rates  of  these  services.  Sharing  agreements  should  never 
provide  for  merger  of  the  VA  with  another  entity,  in  addition,  the  sharing 
agreement  must  be  reciprocal  and  benefit  the  veteran.  There  are  probably  close 
to  500  successful  sharing  agreements  in  VA  with  about  3000  shared  services. 
As  an  aside,  the  entire  fiasco  of  the  "rural  health  care  initiative"  and  the  furor 
it  created  could  have  been  avoided  if  VA  had  utilized  their  sharing  authority 
and  moved  ahead  with  their  plans  without  all  the  fanfare  that  accompanied  the 
project. 

Question  3.  Dr.  James  W.  Holsinger,  Jr.,  VA's  Under  Secretary  for  Health, 
testified  that  VA  does  not  need  new  legislation  on  rural  health  care  clinics 
because  it  already  has  sufficient  authority  to  establish  new  facilities  and 
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programs  to  meet  rural  veterans'  needs.  How  do  you  rate  VA's  use  of  that 
authority? 

Response.  Doctor  Holsinger  is  correct  when  he  states  that  VA  has  the 
authority  to  expand  rural  health  care  cHnics.  There  are  several  basic  problems 
encountered  when  planning  expansion  of  rural  outpatient  care.  One  is  the 
convoluted  eligibility  scheme  which  precludes  many  veterans  from  taking 
advantage  of  the  service  and  therefore  creating  an  under-utilization  situation, 
another  is  the  lack  of  adequate  funding  to  expand  VA  services,  and  the  third 
is  the  inherent  reluctance  of  VA,  for  whatever  reason,  to  step  out  and  "just  do 
it."  If  a  needs  assessment  indicates  more  rural  veterans  need  access  to  care  (the 
"mission  commission"  studies  indicate  that  they  do),  then  VA  should  get  out 
of  their  "inpatient"  mode  and  move  ahead,  and  Congress  should  provide  the 
necessary  funding. 

S.  1030,  Sexual  Trauma  Counseling 

Question  1.  1  am  pleased  that  all  of  the  veterans  service  organizations  that 
testified  at  the  hearing  support  S.  1030,  my  bill  to  extend  and  improve  VA's 
sexual  trauma  counseling  program,  especially  the  provisions  that  would  require 
VA  to  study  the  difficulties  veterans  face  in  obtaining  service  connection  for 
sexual  trauma.  The  Committee  staff  has  heard  from  many  women  veterans 
about  such  difficulties  and  I  would  like  to  know  whether  your  service  officers 
or  members  have  heard  about  these  concerns. 

Response.  Other  than  that  which  we  have  learned  from  the  media  and 
testimony  in  your  committee,  our  service  officers  have  reported  no  experience 
in  dealing  with  inadequate  sexual  trauma  counseling  services.  However,  we 
strongly  support  sexual  trauma  counseling  services  for  men  and  women  who 
may  have  been  victims  of  such  trauma  while  on  active  duty.  We  do  not, 
however,  feel  that  they  should  be  given  priority  treatment  before  other  veterans 
with  equally  devastating  physical  and  emotional  insults. 

S.  1 141 ,  Hospice  Care  Services 

Question  I.  Dr.  Holsinger  testified  that  VA  hospice  care  services  have 
improved  dramatically  since  our  Committee's  1991  hearing  on  this  topic.  Based 
on  what  you  have  heard  from  your  members,  do  you  believe  his  assessment  is 
accurate? 

Re.sponse.  We  seriously  doubt  and  have  no  indication  that  the  provision  of 
hospice  care  has  improved  "dramatically"  since  1991.  However,  VA  has 
directed  the  medical  centers  to  develop  an  infrastructure  to  deliver  such  care. 
Hospice  is  more  of  a  concept  than  a  place  to  deliver  care  to  the  terminally  ill. 
Hospice  care  can  be  delivered  in  many  settings  including  the  home.  Support 
systems  for  the  family  as  well  as  the  patient  must  be  available  with  the 
provision  of  social  services  as  well  as  the  medical  services  required.  The 
hospice  concept  within  VA  should  move  forward  in  providing  comprehensive 
services  to  veterans  and  their  "significant  others." 
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Draft  Bill  on  Health  Care  Services  for  Women  Veterans 

Question  I.  As  you  know,  I  was  not  able  to  send  you  my  draft  bill  to 
expand  and  improve  VA  health  care  services  for  women  veterans  in  time  for 
you  to  submit  written  testimonyon  it.  Please  provide  any  written  comments 
your  organization  would  like  to  make  on  this  bill. 

Question  2.  I  note  that  you  expressed  concern  that  my  bill  would  conflict 
with  requirements  in  current  law  that  govern  male  veterans'  entitlement  to  VA 
health  care  services.  I  want  to  reassure  you  that  is  not  the  case.  Rather,  my  bill 
would  simply  require  VA  to  furnish  any  woman  veteran  who  is  entitled  to  VA 
care  under  current  law  any  of  the  health  services  listed  in  section  1(a)  that  she 
may  need.  Does  that  clarification  influence  your  organization's  position  on  the 
bill? 

Response.  The  American  Legion  has  had  women  as  members  since  before 
women  had  the  right  to  vote  and  these  women  have  enjoyed  the  privileges  of 
Legion  membership  side-by-side  with  their  male  counterparts.  We  have 
consistently  supported  quality,  accessible  and  available  health  care  for  women 
veterans.  We  wish,  however,  to  be  assured  that  the  eligibility  criteria  for 
medical  care  in  VA  never  becomes  gender-based  for  either  gender.  That  is  our 
expressed  concern. 


WRITTEN  QUESTIONS  FROM  CHAIRMAN  ROCKEFELLER  TO  THE 
DEPARTMENT  OF  VETERANS  AFFAIRS  AND  THE  RESPONSES 

S.  452,  Rural  Health  Care  Clinics 

Question  I.  in  its  testimony,  the  American  Veterans  Committee  questioned 
whether  VA  has  done  all  it  could  do  to  enter  into  joint  partners  with  commu- 
nity providers  to  improve  access  to  care  for  veterans  in  rural  areas. 

A;  Is  that  a  fair  criticism? 

B:  What  additional  steps  can  VA  take  to  promote  joint  ventures  in  rural 
areas  in  which  it  would  not  be  cost-effective  to  establish  new  VA  health  care 
facilities? 

Response.  Despite  Congressional  mandates  and  VA  initiatives  since  1985, 
there  remain  several  isolated  pockets  of  veterans  in  geographically  remote  areas 
with  limited  access  to  health  care.  Unfortunately,  these  sites  do  not  have 
sufficient  concentrations  of  veterans  to  justify  a  VA  clinic,  and  require  creative 
efforts,  such  as  using  existing  facilities  or  resources  of  Federal  or  community 
providers.  We  are  currently  exploring  these  options. 

Established  VHA  health  planning  policy  recognizes  that  there  is  no  single 
solution  to  improving  health  care  services  to  persons  living  in  every  remote 
area,  and  the  current  economic  environment  requires  more  creative  and 
effective  utilization  of  scarce  health  care  resources.  The  optimal  solution  is  a 
variety  of  flexible  programs  to  meet  diverse  health  care  needs.  These  programs 
must  be  tailored  to  local  requirements,  within  the  framework  of  current 
authority,  budget  and  responsibility. 

An  extensive  range  of  alternatives  is  available  for  application  and  is  widely 
in   use   throughout  the   VA   system,   including  contracting  for  community 
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services,  fee-based  care,  community-based  clinics,  mobile  clinics  and  mobile 
teams.  Through  the  VA  planning  process  unusually  underserved  areas  are 
identified  and  criteria  have  been  developed  to  determine  the  most  cost-effective 
alternative  for  health  care  delivery. 

VA  initiatives  in  rural  areas  have  been  limited  for  several  years  since 
outreach  must  be  done  within  existing  allocations  and  requires  taking  funds 
from  an  existing  program. 

The  Joint  Ownership  of  Medical  Equipment  authority  was  recently  codified 
in  title  38  United  States  Code  and  this  program  could  have  applications  in  rural 
America.  New  program  guidance  is  in  the  concurrence  process  and  telecommu- 
nications and  teleradiology  have  been  added  as  equipment  suitable  for  purchase 
under  this  program.  VA  will  explore  the  opportunity  of  a  joint  project  in  rural 
America  this  fall. 

Question  2.  Please  provide  a  brief  status  report  on  the  mobile  clinic  pilot 
program  currently  underway  that  includes  information  on  the  areas  served  by 
these  mobile  clinics,  the  types  of  services  they  provide,  and  the  types  of 
personnel  who  staff  them. 

Response.  Status  of  Mobile  Clinics 

The  six  mobile  clinics  started  operation  at  various  times  between  October 
26  and  November  17,  1992  and  have  been  operating  about  seven  months.  This 
period  has  been  used  to  explore  demand  for  health  care  in  the  target  regions 
and  to  refme  the  care  process.  Clinic  administrators  have  experimented  with 
different  scheduling  practices.  They  initially  visited  communities  where  the 
demand  for  services  could  not  be  predicted.  Several  clinics  are  revising  their 
schedules,  reducing  time  at  sites  where  demand  is  low,  increasing  time  at  high 
volume  sites,  and  adding  new  sites.  Adjustments  have  been  made  in  how  to 
handle  medications,  how  to  handle  patient  flow  in  the  vehicle,  how  to  get  the 
required  application  for  care  forms  completed,  how  to  work  with  local  non-VA 
facilities,  and  how  to  staff  the  clinic.  The  bottom  line  is  that  these  seven 
months  represent  a  start-up  period  which  may  not  be  indicative  of  the 
operations  of  mobile  clinics  on  a  long-term  basis. 

Areas  Served  by  Mobile  Clinics 

The  clinics  are  being  operated  by  six  VA  medical  centers  and  serve  six 
different  regions,  as  indicated  in  the  following  table: 


VA  Medical  Center 

Region  Served  By  Mobile  Clinic 

Spokane,  WA 

Eastern  WA,  northern  Idaho,  western  Montana 

Prescott,  AZ 

Northern  and  eastern  Arizona  and  the  area  along  the  Colo- 
rado River  (the  California  border),  from  central  to  southern 
Arizona 

Poplar  Bluff,  MO 

South  central  Missoun  and  northern  Arkansas 

Fayetteville,  NC 

Coastal  North  Carolina,  from  north  to  south  White  River  Jet, 
VT  Northern  Vermont 

Togus,  ME 

Far  eastern  Maine 

The  number  of  communities  currently  visited  by  mobile  clinics  ranges  from 
2  to  13.  The  clinic  routes  in  several  cases  are  still  developing  and  changing. 
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The  following  table  identifies  the  communities  currently  visited  or  planned  for 
visits  in  the  next  four  months. 


Town                                 County                                                                 State 

SPOKANE 

Bonners  Ferry 

Boundary 

ID 

E.  Wenatchee 

Douglas 

WA 

Kettle  Falls 

Stevens 

WA 

Libby 

Lincoln 

MO 

Moscow 

Latah 

ID 

Moses  Lake 

Grant 

WA 

Nespelem 

Okanagon 

WA 

Osburn 

Shoshone 

ID 

Plummer 

Benewah 

ID 

Republic 

Okanagon 

WA 

Wellpinnit 

Stevens 

WA 

PRESCOTT 

Bullhead  City 

Mohave 

AZ 

Chinle 

Apache 

AZ 

Flagstaff 

Coconino 

AZ 

Kingman 

Mohave 

AZ 

Kykotsmovi 

Navajo 

AZ 

Lake  Havasua  City 

Mohave 

AZ 

Parker 

Lapaz 

AZ 

Show  Low 

Navajo 

AZ 

Tuba  City 

Coconino 

AZ 

Whiteriver 

Navajo 

AZ 

Yuma 

Yuma 

AZ 

POPLAR  BLUFF 

West  Plains 

Howell 

MO 

Salem 

Dent 

MO 

Houston 

Texas 

MO 

Lebanon 

Laclede 

MO 

Salem 

Fulton 

AR 

FAYETTEVILLE 

Whiteville 

Columbus 

NC 

Wilmington 

New  Hanover 

NC 

Jacksonville 

Onslow 

NC 

Swan  Quarter 

Hyde 

NC 

Greenville 

Pitt 

NC 

Morehead  City 

Carteret 

NC 

New  Berm 

Craven 

NC 

Manteo 

Dare 

NC 

Buxton 

Hattaras 

NC 

1 
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Town                                 County                                                                 State 

WHITE  RIVER  JUNCTION 

North  Troy 

Orleans 

VT 

St.  Albans 

Franklin 

VT 

Colchester 

Chittenden 

VT 

TOGUS 

Machias 

Washington 

ME 

Calais 

Washington 

ME 

Services  Provided  by  Mobile  Clinics 

Each  clinic  has  developed  its  own  mission  statement  and  operational 
procedures,  but  they  are  fairly  similar.  The  clinics  provide  primary  care.  They 
are  not  equipped  or  planned  to  provide  emergency  care.  The  clinics  encourage 
scheduled  appointments;  they  encourage  patients  with  sudden  acute  problems 
to  go  to  a  local  hospital  rather  than  the  clinic.  The  clinics  have,  however,  been 
presented  with  some  serious  acute  conditions  that  have  resulted  in  immediate 
hospitalization  in  the  local  community.  Generally  the  clinics  focus  on  follow-up 
of  chronic  conditions,  post-hospitalization  follow-up,  health  assessment  and 
referral,  health  screening,  preventive  medicine,  and  health  education.  Specialty 
care  is  generally  not  provided. 

Clinic  Staff  ink 

Staffing  patterns  vary  somewhat  from  clinic  to  clinic,  and  an  individual 
clinic  may  have  different  staffing  depending  on  the  site  visited  and  the  volume 
of  patients  expected.  In  general  a  clinic  will  have  one  physician  (M.D.  or 
D.O.),  one  physician's  assistant  or  nurse  practitioner,  one  registered  nurse,  and 
one  medical  administration  assistant/driver.  Each  clinic  also  has  a  coordinator 
who  is  sometimes  present  at  the  clinic,  sometimes  working  in  the  community, 
and  sometimes  interacting  with  various  supporting  organizations  at  the  VAMC. 

S.  852,  Adult  Day  Health  Care  for  State  Veterans  Home 

Question  1.  Dr.  Holsinger  testified  that  VA  opposes  S.  852  because  VA 
believes  that  legislative  action  should  be  delayed  until  VA  can  carry  out  a 
study  to  assess  the  cost  effectiveness  of  furnishing  adult  day  health  care 
services  through  State  Veterans  Homes.  Describe  the  study  VA  wants  to  carry 
out  and  indicate  how  soon  VA  could  complete  it. 

Response.  In  1986,  VA  began  a  randomized  controlled  study  of  Adult  Day 
Health  Care  (ADHC)  in  VA  and  community  settings.  The  study  was  completed 
and  transmitted  to  Congress  in  FY  1991.  Based  on  the  results  of  that  study, 
including  a  cost  model  for  ADHC,  VA  would  like  to  study  the  cost-effective- 
ness of  ADHC  in  State  homes.  We  plan  to  seek  the  cooperation  of  the  National 
Association  of  State  Veterans  Homes  (NASVH)  to  provide  us  with  information 
on  I )  the  number  of  State  homes  interested  in  establishing  an  ADHC  program, 
meeting  VA  criteria  for  types  of  patients  most  appropriate  for  this  level  of  care, 
and  2)  cost  estimates  done  by  these  homes.  We  will  then  compare  the  VA  costs 
and  State  home  costs  for  nursing  home  care  and  ADHC. 

VA  could,  with  the  cooperation  of  the  National  Association  of  State 
Veterans  Homes,  be  able  to  complete  such  a  study  within  a  1 -month  period. 
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Question  2.  H.R.  2034,  an  omnibus  veterans  health  measure  passed  by  the 
House  of  Representatives  last  month,  contains  provisions  that  would  expand 
resource  sharing  between  VA  and  State  Homes.  Please  provide  VA's  views,  if 
any,  on  these  provisions. 

Response.  Section  403  of  H.R.  2034  would  strengthen  the  enduring  and 
successfiil  partnership  between  VA  and  States  in  providing  care  to  our  Nation's 
veterans.  In  particular,  it  would  authorize  VA  to  share  VA  health-care  resources 
with  State  homes  on  a  cost-reimbursable  basis. 

State  homes  for  veterans  have  long  been  recognized  as  vital  resources  for 
meeting  the  extended  care  needs  of  our  veteran  population.  Federal  assistance 
to  State  homes  began  in  1 888  with  an  act  to  provide  aid  to  State  or  territorial 
homes  for  veterans.  Currently,  VA  assists  States  in  establishing  State  homes 
with  grants  which  provide  65  percent  of  the  cost  of  construction,  renovation, 
or  acquisition  of  State  homes,  in  addition,  VA  pays  States  on  a  per  diem  basis 
for  the  care  of  veterans  in  State  homes  which  have  been  recognized  by  the 
Secretary. 

Many  State  homes  are  located  on  the  grounds  of,  or  adjacent  to,  VA  medical 
facilities.  VA  and  State  homes  can  thus  achieve  economies  of  scale  by  sharing 
services  such  as  medical  laundry,  pharmacy,  grounds  maintenance,  and  guard 
and  housekeeping  services.  Current  law,  however,  only  authorizes  VA  to 
provide  State  homes  with  "specialized  medical  resources."  in  many  medical 
communities,  medical  laundry  facilities  are  not  "specialized  medical  resources" 
as  defined  in  the  law.  In  addition,  essential  services  such  as  grounds  mainte- 
nance and  guard  and  housekeeping  services  arc  not  specialized  medical 
resources  in  any  medical  community. 

Section  403  of  H.R.  2034  would,  in  essence,  permit  VA  health-care  facilities 
to  enter  into  agreements  with  State  homes  to  share  resources  which  are  not 
usually  considered  "specialized,"  such  as  laundry,  grounds  maintenance,  and 
guard  and  housekeeping  services.  We  believe  enactment  of  section  403  of  H.R. 
2034  would  benefit  VA,  veterans,  the  States,  and  local  communities.  By 
permitting  VA  and  State  homes  to  expand  their  sharing,  VA  and  the  State 
homes  would  achieve  greater  efficiencies,  and  provide  better  care  to  veterans. 

If  enacted,  section  403  of  H.R.  2034  would  impose  no  new  costs. 

S.  1030,  Sexual  Trauma  Counseling 

Question  I.  Although  it  may  be  too  early  to  tell,  please  indicate  whether  VA 
officials  have  some  sense  of  the  number  of  women  veterans  who  need  sexual 
trauma  counseling. 

Response.  There  has  not  been  a  large  number  of  women  veterans  presenting 
to  VA  for  sexual  trauma  counseling.  However,  there  have  been,  some  cases  of 
women  veterans  presenting  at  Vet  Centers  with  psychological  difficulties 
related  to  sexual  trauma  which  came  to  the  attention  of  RCS  officials  early  in 
1992.  In  November  1992,  RCS  conducted  an  internal  survey  of  all  Vet  Centers 
system-wide  finding  that  26  percent  (or  159  out  of  620  cases)  of  all  women 
veteran  active  cases  had  reported  sexual  assault  in  the  military  as  a  presenting 
problem. 

Based  on  studies  by  Dr.  Jessica  Wolfe  and  other  experts  in  the  area  of 
women's  sexual  trauma,  it  is  estimated  that   10-20  percent  of  the  women 
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veteran  population  will  need  sexual  trauma  counseling  as  a  consequence  of 
attempted  or  completed  sexual  assault  or  severe  sexual  harassment.  The 
phrasing  of  the  question  reflects  an  awareness  of  the  relatively  early  stage  of 
the  study  of  sexual  trauma.  The  figure  suggested  above  does  not  include  those 
women  veterans  who  may  be  victims  of  other-than-sexual  trauma  during 
military  service.  One  must  also  consider  the  phenomenon  of  under- reporting  of 
sexual  trauma,  which  could  make  this  a  conservative  estimate  of  needs. 

Question  2.  Dr.  Holsinger  testified  that  VA  does  not  support  provisions  of 
S.  1030  that  would  require  VA  to  carry  out  a  study  on  the  difficulties  veterans 
face  in  obtaining  service-connection  for  sexual  trauma  because  VA's  resources 
could  be  better  used  on  other  projects.  Please  explain  your  position  and  provide 
concrete  information  regarding  such  difficulties. 

Response.  VA  currently  would  have  difficulty  in  obtaining  data  involving 
sexual  trauma  claims  because  claims  are  characterized  by  resulting  disability, 
not  by  cause  of  disability.  We  do  have  a  system  in  place  to  keep  track  of 
special  issues  and  we  can,  on  a  prospective  basis,  'track'  these  cases  for  ftiture 
study 

Question  3.  VA  opposes  provisions  of  S.  1030  that  would  establish  a  toll- 
free  number  that  would  provide  information  and  referrals  for  sexual  trauma 
counseling  on  the  grounds  that  it  duplicates  existing  VA  services. 

Question  3A.  What  information  about  sexual  trauma  counseling  is  available 
through  the  benefits  hotline  mentioned  in  your  testimony? 

Response.  The  VA  toll-free  access  number  for  benefits  information  provides 
information  about  benefits  programs  and  referrals,  including  information  on  the 
provision  of  VA  priority  outpatient  care  for  sexual  trauma  counseling  and 
related  benefits  under  Public  Law  102-585,  as  well  as  referral  information  to 
local  facilities. 

Question  SB.  Do  the  personnel  who  operate  that  hotline  receive  any  training 
in  how  to  provide  assistance  to  sexual  assault  survivors? 

Response.  The  personnel  who  operate  the  VA  access  number  for  benefits  are 
included  in  the  Women  Veterans  Health  National  Training  Program  series  of 
satellite  TV  broadcasts  concerning  the  Treatment  of  Sexual  Trauma  in  Women 
Veterans.  The  first  in  this  series  took  place  May  12,  1993  and  the  second  will 
take  place  September  23,  1993.  This  training  included  discussion  of  Public  Law 
102-585,  Title  1 — Women  Veterans  Health  Programs  and  the  opportunities  this 
law  provides  for  the  care  of  women  veterans  who  have  been  sexually 
traumatized.  In  addition  to  a  review  of  the  provisions  of  Public  Law  102-585, 
these  broadcasts  provide  participants  with  an  understanding  of  the  factors 
influencing  assessment,  diagnosis  and  treatment  of  women  veterans  who  have 
been  victims  of  sexual  assault  while  on  active  duty,  including  needed 
sensitivity  training.  Additional  training  is  also  planned  through  1995  for  these 
veterans  benefits  administration  counselors.  VA  Pamphlet  10-114,  "Women 
Veterans  Health  Programs  Including  Sexual  Trauma  Counseling  Services",  was 
developed  to  provide  further  assistance  to  women  veterans  and  veterans 
benefits  administration  counselors  and  includes  the  VA  toll-free  access  number 
for  benefits  information. 

Question  3C.  I  know  that  Secretary  Brown  set  up  a  separate  hotline  to  meet 
the  special  needs  of  VA  employees  who  have  been  sexually  harassed  by  their 
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coworkers.  Why,  then,  does  VA  oppose  establishing  a  separate  hotline  for 
veterans  who  were  sexually  assaulted  while  serving  on  active  duty? 

Response.  VA  would  prefer  to  continue  to  provide  sexual  trauma  counseling 
information  via  the  existing  VA  toll-free  access  number  for  benefits  informa- 
tion within  existing  resources.  We  believe  that  it  would  be  considerably  more 
cost-effective  for  VA  to  allocate  any  additional  available  resources  towards 
other  initiatives  in  the  areas  of  training  and  direct  patient  care  for  women 
veterans,  including  sexual  trauma  counseling  (e.g.,  additional  training  of  our 
existing  operators  in  the  services  available  in  the  sexual  trauma  counseling 
program  and  allow  them  to  serve  the  function  contemplated  by  the  bill).  We 
would  be  pleased  to  provide  the  Congress  with  any  available  information 
needed  about  the  VA  toll-free  access  phone  system  use. 

S.  1 122,  Loan  Repayment  for  VA  Health  Professionals 

Question  I.  Would  VA  support  modifying  S.  1 122  to  enable  VA  to  use  the 
proposed  loan  repayment  program  as  a  recruitment  tool  for  physicians  and 
advanced  practice  nurses  (clinical  nurse  specialists,  nurse  anesthetists,  etc.)  in 
scarce  specialties? 

Response.  No.  We  do  not  see  a  need  for  such  a  modification.  Under  the  bill, 
VA  could  include  advanced  practice  nurses  in  the  proposed  loan  payment 
program.  However,  the  student  debt  load  for  physicians  can  range  from  seven 
to  eight  times  larger  than  for  the  associated  health  disciplines,  i.e.,  $80,000  to 
$100,000  for  physician  loans  versus  $12,000  to  $20,000  for  associated  health 
student  loans.  We  do  not  know  how  effective  the  program  would  be  for 
physician  recruitment  given  the  monetary  limits  of  the  bill.  In  addition,  our 
recruitment  needs  are  greater  for  non-physician  health  care  professionals. 

Question  2.  Do  you  know  whether  health  care  facilities  with  which  VA 
facilities  compete  for  employees  offer  loan  repayment  programs  similar  to  the 
one  Senator  Mikulski  has  proposed  in  S.  1122  and,  if  so,  how  the  benefits 
those  facilities  offer  compare  with  those  proposed  in  S.  1 122?  Please  describe. 

Response.  In  certain  geographical  areas  those  health  care  facilities  which 
compete  with  VA  facilities  for  scarce  health  care  professionals  do  offer  loan 
repayment  programs  for  registered  nurses,  occupational  therapists,  and  physical 
therapists.  In  these  cases  the  loan  repayment  is  made  following  a  period  of 
satisfactory  employment.  The  amount  of  loan  repayment  as  well  as  the 
procedures  for  repayment  vary  widely  from  institution  to  institution. 

Question  3.  Senator  Mikulski  testified  that  the  program  she  has  proposed  is 
preferable  to  VA's  Scholarship  Program,  because  there  would  be  no  risk  that 
participants  would  renege  on  their  obligation  to  work  at  a  VA  facility. 

Question  3A.  How  many  persons  have  received  assistance  through  the 
Scholarship  Program  since  its  establishment? 

Response.  Since  1982,  when  the  program  was  implemented,  scholarships 
have  been  awarded  to  3,513  students:  3,195  in  nursing;  115  in  occupational 
therapy;  and  210  in  physical  therapy. 

Question  3B.  Of  those  persons,  how  may  have  failed  to  complete  obligated 
service  to  VA? 
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Response.  Only  139  students  have  not  completed  service  obligation.  The 
default  rate  has  been  consistently  3%  or  less. 

Question  3C.  Scholarship  recipients  who  renege  on  their  service  obligations 
are  required  by  law  to  pay  three  times  the  total  amount  of  assistance  they 
received  from  VA.  What  actions  has  VA  taken  to  collect  monies  owed  to  VA 
by  scholarship  recipients  and  in  how  many  cases  has  VA  recovered  payment 
from  these  persons? 

Response.  Once  a  Scholarship  Program  participant  defaults  on  his  or  her 
contract  for  service  obligation  and  incurs  a  debt,  the  Deputy  Assistant  Secretary 
for  Financial  Management,  Office  of  Financial  Operations,  is  notified  to  begin 
debt  collection.  In  April  1993,  that  Office  reported  81  accounts  in  default 
($1,927,358.45  inclusive  of  benefits  provided  and  triple  penalty).  Participants 
have  one  year  to  pay  the  debt,  and  they  are  encouraged  to  set  up  payment 
schedules.  To  date,  eleven  participants  have  completely  paid  their  debts. 

S.  1 141 ,  Hospice  Care  Services 

Question  I.  According  to  your  testimony,  39  VA  medical  centers  now 
operate  inpatient  hospice  units. 

Question  I  A:  Do  these  units  provide  the  range  of  hospice  care  services  that 
VA  facilities  would  provide  if  selected  to  participate  in  the  research  project 
described  in  the  proposed  bill. 

Response.  Yes,  the  39  medical  centers  provide  the  range  of  hospice  care 
services  that  VA  facilities  would  provide  if  selected  to  participate  in  the 
research  project  described  in  the  proposed  bill. 

Question  IB.  Generally,  what  services  are  available  to  terminally-ill  veterans 
at  other  VA  medical  centers? 

Response.  Generally  other  medical  centers  are  able  to  provide  medical  and 
nursing  care,  pain  management,  psychosocial  counseling,  spiritual  counseling, 
bereavement  counseling  and  respite. 

Question  2.  Dr.  Holsinger  testified  that  VA  does  not  need  new  hospice  care 
legislation  because  VA  already  operates  excellent  hospice  care  programs.  What 
is  the  basis  for  the  assertion  that  these  programs  are  excellent?  What  studies 
have  been  done  to  support  that  claim? 

Response.  The  Joint  Commission  on  the  Accreditation  of  Hospitals  (JCAHO) 
includes  care  of  the  dying  patient  in  its  accreditation  programs.  As  of  January 
1992,  standards  have  been  applied  to  hospital  home  care  and  long  term  care 
programs.  During  the  past  year  58  medical  centers,  25  home  care  and  48  long 
term  care  (VANHCU  and  intermediate  care  units)  programs  have  been 
surveyed  with  these  new  standards.  Reports  received  from  JCAHO  indicate 
compliance  with  their  standards  in  the  care  of  terminal  patients.  Therefore,  it 
appears  that  VA's  hospice  program  is  providing  effective  care  and  that  an 
evaluation  will  not  contribute  new  information. 

Question  3.  Dr.  Holsinger  testified  that  VA  contracts  with  non-VA  ho  spices 
to  furnish  hospice  care  to  veterans  eligible  for  contract  care.  Under  what  legal 
authority  is  VA  entering  into  these  contracts? 
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Response.  Eligible  veterans  who  are  discharged  from  VA  medical  centers 
to  a  post-hospital  followup  status  may  be  referred  to  a  community  agency 
under  the  fee  basis  authority  Section  1703,  38  US  Code. 

Draft  Bill  on  Health  Services  for  Women  Veterans 

Question  1.  In  light  of  the  fact  that  VA  facilities  do  not  have  maternity 
wards  or  nurseries,  if  the  proposed  Women  Veterans  Health  Care  Act  of  1993 
were  enacted,  VA  facilities  would  have  to  contract  with  non-VA  providers  for 
pregnancy-related  services.  How  many  VA  medical  centers  are  affiliated  with 
university  hospitals  that  could  provide  these  services? 

Response.  There  are  128  VA  facilities  which  are  affiliated  with  103  medical 
schools.  These  medical  schools  have  departments  which  provide  pregnancy- 
related  services. 

Question  2.  I  have  two  questions  about  the  mammography  services  VA 
currently  provides. 

A.  Based  on  your  reading  of  the  Mammography  Quality  Standards  Act,  to 
what  extent  does  VA  appear  to  be  in  compliance  already  with  the  standards 
mandated  under  that  Act? 

Response.  The  Department  of  Veterans  Affairs  is  substantially  in  compliance 
with  that  Act.  VA  Circular  10-91-101  specially  designates  both  diagnostic  and 
screening  mammography,  and  provides  guidelines  which  address  the  issues  of 
technologists'  qualifications,  appropriate  dedicated  equipment,  and  quality 
control  and  assurance.  The  issue  of  annual  radiology  equipment  inspection 
(including  mammography)  by  a  medical  physicist  is  covered  generally  for  all 
diagnostic  radiology  equipment  by  JCAHO  standard  "DR. 2.2.4."  The  execution 
and  retention  within  hospital  records  of  an  appropriate  report  is  covered  by  a 
variety  of  more  inclusive  regulations  and  requirements  of  both  VA  and 
JCAHO. 

It  is  anticipated  that  following  promulgation  of  standards  and  regulations  by 
the  Secretary  of  HHS  that  VA  regulations  will  be  edited  and  revised  to  reflect 
practices  in  language  similar  to  that  which  will  be  chosen  by  the  Secretary. 

Question  2B.  What  do  you  see  as  the  major  weaknesses,  if  any,  of  VA's 
mammography  services  and  what  should  be  done  to  improve  them? 

Response.  The  major  weakness  of  the  VA  mammography  services  is 
primarily  one  of  providing  sufficient  workload  to  maintain  expertise  on  the  part 
of  both  technicians  and  physician  interpreters.  Authorized  screening  programs 
and  emphasis  on  women's  programs  may  be  expected  to  contribute  to 
workload.  The  current  VA  guidelines  encourage  the  use  of  contract  services 
when  insufficient  workload  exists  in  any  given  service  area.  The  guidelines 
state  that  workload  levels  are  under  constant  re-evaluation  and  will  be  revised 
as  needed.  It  is  expected  that  levels  will  be  adjusted  to  equal  or  exceed  those 
suggested  by  the  Secretary  HHS  or  accrediting  bodies  which  she  designates.  It 
should  be  noted  that  interpreters  and,  on  occasion,  technicians,  work  in  more 
than  one  institution  to  include  VA's  affiliated  university  departments  and/or 
community  health  care  facilities.  Consequently,  the  workload  at  a  VA  may 
reflect  only  part  of  the  ongoing  experience  of  either  technologist  or  interpreter, 
and  this  should  be  factored  into  the  evaluation  process. 
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Question  3.  The  Mammography  Quality  Standards  Act  requires  that 
mammography  facilities  subject  to  that  legislation  be  accredited  by  a  profes- 
sional accrediting  body,  such  as  the  American  College  of  Radiology.  Would 
VA  support  legislation  that  would  require  accreditation  of  VA's  in-house 
mammography  programs? 

Response.  The  mammography  Quality  Standards  Act  requires  mammography 
facilities  to  be  accredited  by  a  private  nonprofit  organization  or  State  agency 
approved  by  the  Secretary  of  HHS,  but  exempts  VA  facilities  from  regulation 
under  that  Act. 

VA  would  favor  legislation  that  would  require  accreditation  of  VA's  in- 
house  mammography  programs,  '[''he  American  College  of  Radiology 
accreditation  program  is  an  excellent  model  for  legislation  which  would  be 
acceptable  to  VA. 


WRITTEN  QUESTIONS  FROM  CHAIRMAN  ROCKEFELLER  TO 
TERRY  GRANDISON,  AND  THE  RESPONSES 

S.  452,  Rural  Health  Care  Clinics 

Question  I.  What  types  of  services  do  you  believe  veterans  living  in  rural 
areas  want  from  a  mobile  clinic  or  stationary  outpatient  clinic? 

Response.  Mr.  Chairman,  ready  access  is  as  important  to  the  provision  of 
health  care  as  the  quality  of  health  care  services  provided,  if  VA  is  to  compete 
with  the  private  sector  as  an  Accountable  Health  Plan  (AHP)  within  the 
managed  competition  scenario  favored  by  the  Clinton  Administration  it  will 
have  to  expand  the  reach  of  its  service  delivery  system.  Mobile  clinics,  mobile 
health  care  teams  or  stationary  outpatient  clinics  are  all  viable  means  of 
bringing  services  to  veteran  patients  in  remote  rural  areas.  As  extensions  of  the 
hospital-based  programs,  these  outstationed  clinics  would  perform  a  wide 
variety  of  primary  care,  preventive  care  and  follow-up  care  services.  Rural 
clinics,  or  other  community-based  outpatient  facilities,  would  relieve  tertiary 
care  centers  from  many  of  these  routine  functions  and  enhance  health  care 
delivery  by  bringing  services  closer  to  the  patient  population. 

PVA  believes  VA  should  have  the  authority  to  utilize  many  options  in 
tailoring  service  delivery  systems  to  meet  the  geography  and  needs  of  the  rural 
veteran  population.  However,  as  stated  in  our  testimony,  whatever  means  is 
chosen,  including  buses  or  vans,  VA  must  make  certain  that  the  site  of  service 
is  fully  wheelchair  accessible. 

Question  2.  At  the  hearing,  June  Willenz  of  the  American  Veterans 
Committee  made  some  provocative  comments  about  rural  health  care  and  about 
how  VA  should  make  greater  efforts  to  establish  joint  ventures  with  non-VA 
providers  in  rural  areas.  What  does  your  organization  think  of  this  point? 

Response,  if  VA  is  to  survive  within  the  competition  created  by  a  reformed 
health  care  system  it  will  have  to  provide  more  services  to  more  veterans  at 
lower  cost  than  ever  before.  A  key  element  in  this  process  will  be  for  the 
system  to  be  able  to  utilize  sharing  agreements  with  other  health  care  entities 
to  maximize  efficient  use  of  resources  and  enhance  health  care  delivery, 
particularly  in  rural  areas.  VA  already  has  broad  authority  to  share  services  and 
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resources  with  health  care  entities  in  the  public  and  private  sector.  PVA 
supports  the  use  of  sharing  agreements  as  long  as: 

•  The  integrity  of  the  VA  system  remains  intact. 

•  All  eligible  veterans  continue  to  receive  priority  for  needed  services. 

•  The  sharing  agreement  as  designed  ensures  that  VA  will  receive  equal 
benefit  from  the  services  it  receives  as  those  services  that  it  shares. 

Question  3.  Dr.  James  Holsinger,  Jr.,  VA's  Under  Secretary  for  Health, 
testified  that  VA  does  not  need  new  legislation  on  rural  health  care  clinics 
because  it  already  has  sufficient  authority  to  establish  new  facilities  and 
programs  to  meet  rural  veterans'  needs.  How  do  you  rate  VA's  use  of  that 
authority? 

Response.  VA  has  considerable  existing  authority  to  design  innovative 
programs  to  meet  the  needs  of  rural  veterans.  What  it  has  lacked  are  the 
specific  incentives  and  potential  resources  provided  by  a  new  legislative 
mandate  to  accomplish  this  goal. 

S.  1030,  Sexual  Trauma  Counseling 

Question  I.  1  am  pleased  that  all  of  the  veterans  service  organizations  that 
testified  at  the  hearing  support  S.  1030,  my  bill  to  extend  and  improve  VA's 
sexual  trauma  counseling  program,  especially  the  provisions  that  would  require 
VA  to  study  the  difficulties  veterans  face  in  obtaining  service  connection  for 
sexual  trauma.  The  committee  staff  has  heard  from  many  women  veterans 
about  such  difficulties  and  I  would  like  to  know  whether  your  service  officers 
or  members  have  heard  about  these  concerns. 

Response.  Mr.  Chairman,  PVA  believes  that  women  veterans  who  have 
experienced  sexual  trauma  must  be  accorded  timely  and  professional  care 
within  the  VA  health  care  system.  Moreover,  PVA  supports  service  connection 
for  sexual  trauma  in  verifiable  cases  where  the  veteran  was  assaulted  on  active 
duty. 

S.  1 141 ,  Hospice  Care  Services 

Question  I.  Dr.  Holsinger  testified  that  VA  hospice  care  services  have 
improved  dramatically  since  our  Committee's  1991  hearing  on  this  topic.  Based 
on  what  you  have  heard  from  your  service  officers  and  members,  do  you 
believe  his  assessment  is  accurate? 

Response.  PVA  agrees  that  the  VA  has  made  some  improvement  in 
providing  hospice  care  to  terminally  ill  patients.  However,  PVA  declines  to 
characterize  those  improvements  as  dramatic.  As  stated  in  our  written 
testimony,  PVA  recommends  that  the  hospice  pilot  program  be  patterned  on  the 
Wilkes-Barre  VA  Medical  Center  model.  PVA  believes  this  paradigm  would 
dramatically  improve  the  delivery  of  hospice  services. 

The  Women  Veterans  Health  Care  Act  of  1993 

Question  1.  Please  provide  any  written  comments  your  organization  would 
like  to  make  on  this  bill. 
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Response.  PVA  supports  the  propositions  promulgated  in  the  Women 
Veterans  Health  Care  Act  of  1993.  PVA  believes  the  delivery  of  health  care 
services  to  women  veterans  is  a  vital  and  necessary  component  to  the  VA 
health  care  system.  While  PVA  supports  enhanced  women  health  care  services, 
we  are  very  concerned  about  duplication  of  services.  For  example,  this  bill 
concerned  about  duplication  of  services.  For  example,  this  bill  proposes  to 
expand  research  in  certain  specific  areas  relating  to  women.  PVA  agrees  there 
is  a  need  to  conduct  research  on  the  matters  mentioned  in  the  bill,  but  we  also 
recognize  research  is  being  conducted  on  many  of  the  diseases  and  illnesses 
contained  in  the  bill,  for  example  Alzheimer's  disease.  In  a  Senate  hearing  of 
the  Veterans'  Affairs  Committee,  July  2,  1992,  concerning  the  "Women 
Veterans'  Health  Equity  Act  of  1991"  PVA  expounds  further  on  this  issue.  (See 
Attached  Testimony  below.) 

STATEMENT  OF  ROBERT  F.  SKORNIK,  ASSOCIATE  LEGISLATIVE 
DIRECTOR,  PARALYZED  VETERANS  OF  AMERICA,  BEFORE  THE 
SENATE  COMMITTEE  ON  VETERANS'  AFFAIRS,  JULY  2,  1992, 
CONCERNING  S.  2028 

Mr.  Chairman  and  members  of  the  Committee,  on  behalf  of  the  members  of 
Paralyzed  Veterans  of  America  (PVA)  I  wish  to  thank  you  for  this  opportunity 
to  give  testimony  today.  PVA's  membership  is  comprised  of  a  number  of 
women  with  service  and  non-service  connected  spinal  cord  injuries  who  would 
welcome  the  opportunity  to  receive  'wellness'-type  care  and  services  from  the 
VA.  PVA  believes  the  delivery  of  "well-women  care  services"  proposed  by  this 
bill  are  absolutely  necessary  if  the  VA  is  committed  to  meeting  the  health  care 
needs  of  all  veterans,  including  the  unique  health  care  needs  of  women 
veterans. 

S.  2028  proposes  the  enactment  of  the  "Women  Veterans'  Health  Equity  Act 
of  1991"  for  the  purpose  of  providing  "well-women  care  services"  to  women 
veterans.  The  bill  would  provide  health  care  services  to  women  who  are  outside 
the  maternity  cycle,  including  breast  examinations  and  mammography, 
Papanicolaou  tests  (pap  smears),  general  reproductive  health  care,  and  the 
management  of  infertility.  The  VA  would  also  be  required  to  initiate  research 
and  expand  on-going  research  in  the  following  areas  as  they  relate  to  women: 
breast  cancer,  gynecological  and  hormonal  matters,  cancer  of  the  reproductive 
organs,  Alzheimer's  disease,  osteoporosis,  and  post-traumatic  stress  disorder. 
Finally,  the  Secretary  would  be  compelled  by  the  bill  to  encourage  the 
employment  and  retention  of  VA-qualified  gynecologists  and  other  health  care 
professionals  for  the  purpose  of  providing  "well-women  care  services"  to 
women  veterans,  in  the  event  there  were  no  qualified  VA  personnel  capable  of 
furnishing  these  services,  the  VA  would  be  permitted  to  contract  with  non-VA 
facilities  and  their  qualified  personnel. 

The  incidence  of  diseases  amongst  women,  including  breast  cancer,  heart 
attack,  osteoporosis,  and  incontinence,  is  especially  influenced  by  the  loss  of 
estrogen  that  is  realized  by  women  during  and  after  menopause.  Women  make 
up  almost  85  percent  of  all  people  with  incontinence  and  80  percent  of  those 
with  osteoporosis.  Approximately  94  percent  of  heart  attacks  in  women  and  80 
percent  of  breast  cancers  occur  after  menopause.  (Alliance  for  Aging  Research, 
Washington,  D.C.,  May,  1992)  Disability  from  these  and  other  debilitating 
diseases  pose  a  serious  health  problem  for  women  veterans,  as  they  threaten 
their  independence  and  result  in  significant  health  care  costs  for  the  VA. 
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This  initiative  would  benefit  those  women  who  are  currently  eligible  to 
receive  VA  medical  care  and  services  through  CHAMPVA  and,  potentially, 
CHAMPUS  (re.  HR  5 1 93-proposal  to  expand  VA/DOD  sharing  agreements  to 
include  CHAMPUS  dependents)  and  other  dependents  of  veterans  (HR  5263- 
VA  health  care  to  non-service-connected  veterans  and  their  dependents  who  are 
eligible  for  both  Medicare  and  VA  or  DOD  health  care  services  and  who  are 
in  an  area  where  a  DOD  facility  is  closing  or  closed,  i.e.  spouses  of  military 
retirees). 

According  to  the  VA,  because  only  2.3  percent  of  its  patients  are  women, 
it  must  often  'contract  out'  gynecological  and  mammographic  services  rather 
than  provide  them  Mn-house.'  PVA  is  optimistic  in  its  belief  that  a  workload 
consisting  of  the  above-mentioned  DOD  dependents  and.  female  veterans 
would  enable  many  VA  medical  facilities  to  support  the  purchase  of  related, 
specialized  equipment,  and  the  employment  (full  or  part-time)  of  medical 
personnel  who  specialize  in  the  delivery  of  health  care  to  women,  i.e. 
gynecologists.  Thus,  more  women  veterans  would  enjoy  the  benefits  of  'on- 
site'  VA  medical  care  and  services  since  an  increase  in  the  population  of 
eligible  women  would  make  it  less  cost-effective  for  the  VA  to  contract  with 
the  private  sector  for  female  'wellness'  or  other  medical  services. 

However,  while  endorsing  the  proactive  health  care  policy  and  purpose  of 
this  proposed  legislation,  PVA  respectfully  suggests  that  this  Committee 
conduct  an  oversight-type  review  and  evaluation  of-VA's  current  preventive 
health  care  services  program  (38  USC  Sec.  1761  et  seq.)  for  veterans-at-large 
before  mandating  the  VA  to  carry  out  another,  albeit  unique,  preventive  health 
care  program.  Such  a  review  and  evaluation  would  serve  to  complement  the 
implementation  of  this  Committee's  recent  legislative  proposal,  the  "Veterans' 
Preventive  Health  Act  of  1992,"  while  also  providing  a  valuable  resource  for 
better  understanding  the  shortcomings  and  strengths  of  the  VA  preventive 
health  care  program  that  was  enacted  13  years  ago  in  1979. 

PVA  is  also  concerned  with  the  bill's  proposal  to  expand  the  research  role 
of  VA  relating  to  women  veterans.  There  is  certainly  a  need  to  conduct 
research  on  those  illnesses  and  diseases  mentioned  in  the  bill  (breast  cancer, 
gynecological  and  hormonal  matters,  cancer  of  the  organs  of  the  reproductive 
system,  Alzheimer's  disease,  osteoporosis,  and  post-traumatic  stress  disorder). 
However,  and  as  recognized  by  the  conferees  in  the  Conference  Report 
(102-525)  regarding  "National  Institutes  of  Health  Revitalization  Amendments 
of  1992,"  the  VA 

"...is  a  separately  regulated  Federal  agency  with  its  own  mandate  and 
guidelines  on  research  and  care,  it  includes  a  health  care  system  in  which  95% 
of  the  patients  treated  are  male.  And  in  most  instances,  it  cannot  practically 
collaborate  with  other  hospitals  that  serve  women  patients." 

Taking  these  realities  into  consideration,  it  is  understandable  how  the 
conferees  rightfully  concluded  that  the  VA  should  be  accorded  great  flexibility 
in  determining  what  research  relevant  to  women  it  should  pursue.  The  VA, 
acting  under  the  influences  of  the  aforementioned  conditions,  should  be  given 
the  necessary  latitude  in  deciding  what  research  initiatives  it  is  capable  of 
initiating.  Of  course,  where  it  is  clearly  appropriate  and  feasible,  the  VA  should 
not  hesitate  to  include  women  veterans  in  its  health  research  plans.  The  VA  has 
already  undertaken  gender-specific  research  into  the  area  of  post-traumatic 
stress  disorder  in  women  who  are  Vietnam  veterans. 
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PVA  is  not  suggesting  that  the  VA  should  disassociate  itself  from,  or  assign 
a  lower  priority  to,  the  pursuit  of  research  into  those  other  preventive  health 
care  issues  described  in  the  bill.  Rather,  the  VA  could  collaborate  (by  sharing 
its  clinical  research  resources)  with  other  research  entities  and  agencies  who  are 
seeking  to  conduct  similar  research,  or  are  already  doing  so,  on  the  incidence 
of  the  specific  conditions  or  illnesses  mentioned  in  the  bill,  and  as  occurring 
to  the  general  population  of  women  in  the  United  States.  It  may  only  be 
necessary  for  the  VA  to  ensure  that  specific  inquiries  are  included  in  the  survey 
instrument  of  the  private  or  public  entity  conducting  the  research  in  order  to 
retrieve  information  that  identifies  the  woman  veteran  and  other  necessary  data 
pertaining  to  that  particular  population.  Realizing  that  the  VA's  current  mandate 
and  guidelines  on  research  and  care  are  driven  largely  by  the  lopsided 
demographics  of  its  male-dominated  population,  PVA  believes  the  provision  of 
the  bill  that  would  significantly  expand  and  initiate  selective,  female-specific 
research  would,  at  this  time,  be  premature  and  unduly  burdensome  to  the  VA. 

PVA  is  concerned  with  language  in  the  bill  which  mandates  the  furnishing 
of  "well- women  care  services"  to  certain  women  veterans.  According  to  the 
bill,  entitlement  to  these  services  would  be  restricted  to  women  veterans  who 
1)  have  a  service-connected  disability;  or  2)  are  eligible  for  hospital  care  under 
38  use  Sec.  171 0(a)  (VA's  'entitlement'  provisions)  and  receive  an  annual 
income  that  meets  the  VA's  "means  test"  in  defining  an  impoverished  veteran. 
PVA  respectfully  disagrees  with  this  entitlement  proposal.  Such  language 
perpetuates  an  already  (and  unnecessary)  complex  entitlement/eligibility 
criteria,  and  will  only  serve  to  further  confuse  both  veterans  and  VA  health 
care  providers.  PVA  recommends,  for  the  sake  of  responsible  medical  practices 
and  eligibility-reform,  that  in  those  instances  where  a  woman  veteran  meets  any 
one  of  the  'mandatory  care'  criteria  described  in  38  USC  sec.  17 10(a),  she 
should  be  granted  clear  entitlement  to  "well-women  care  services  and  to  all 
other  types  and  levels  of  VA  health  care. 

At  the  very  least,  the  'entitlement'  criteria  for  women  under  this  'preventive 
health'-type  bill  should  be  consistent  with  the  'entitlement'  language  of-the 
current,  gender-neutral  Preventive  Health  care  Services  Pilot  Program  (veterans 
receiving  care  or  services  involving  a  service-connected  disability  and  veterans 
with  service-connected  disabilities  rated  at  50  percent  or  more — 38  USC  Sec. 
1763)  which,  in  Title  38,  would  immediately  precede  the  proposed  legislation. 
There  should  not  be  two  'entitlement'  standards — one  for  the  unique  preventive 
health  care  needs  of  women  veterans  and  one  for  veterans  in  general — ^when 
determining  who  will  receive  'wellness'/preventive  health  care  services. 

PVA  recommends  the  removal  of  language  from  the  bill  which  would 
impose  the  requirement  of  impoverishment  on  the  part  of  the  woman  veteran 
who  happens  to  have  a  service-connected  disability  rated  at  50  percent  or  more. 
Current  law  mandates  the  VA  to  provide  hospital  care  when  just  one  of  these 
requirements  is  met  by  the  veteran  (male  or  female).  (38  USC  Sec.  17 10(a)) 
This  bill  would  require  the  female  veteran  to  establish  eligibility  under  two  of 
those  'entitlement'  provisions  in  order  to  receive  'wellness'  services  that  could 
preclude  the  need  for  more  intensive  hospital  care  in  the  future.  Such  an 
incongruity  should  not  be  permitted  to  exist  in  this  well-intentioned  proposal, 
it  should  not  be  easier  to  access  the  surgical  theater  for  a  radical  mastectomy 
as  opposed  to  gaining  access  to  an  outpatient  clinic  for  a  twenty-minute 
mammography  test. 
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PVA  believes  this  bill's  proactive  'wellness'  provisions  for  women  veterans 
will  inure  to  the  benefit  of  both  the  woman  veteran  and  the  VA  by,  to  a  great 
extent,  obviating  the  need  for  more  reactive,  serious,  and  costly  acute  care- 
types  of  treatment  in  the  future. 

Mr.  Chairman,  this  concludes  my  testimony. 


WRITTEN  QUESTIONS  FROM  CHAIRMAN  ROCKEFELLER  TO 
JUNE  WILLENZ,  AND  THE  RESPONSES 

S.  452,  Rural  Health  Care  Clinics 

Question  I.  What  types  of  services  do  you  believe  veterans  living  in  rural 
areas  want  from  a  mobile  clinic  or  stationary  outpatient  clinic? 

Response.  We  believe  that  veterans  living  in  rural  areas  want  the  same  kinds 
of  primary  health  care  services  from  a  mobile  clinic  or  stationary  outpatient 
clinic  as  other  veterans  want  in  other  areas 

Question  2.  Dr.  James  W.  Holsinger,  Jr.,  VA's  Under  Secretary  for  Health, 
testified  that  VA  does  not  need  new  legislation  on  rural  health  care  clinics 
because  it  already  has  sufficient  authority  to  establish  new  facilities  and 
programs  to  meet  rural  veterans'  needs.  How  do  you  rate  VA's  use  of  that 
authority? 

Response.  We  are  not  able  to  comment  on  the  VA's  use  of  their  authority 
to  establish  new  facilities  and  programs  to  meet  rural  veterans'  health  care 
needs.  However,  as  we  stated  in  our  testimony,  we  believe  that  new  creative 
and  innovative  ways  of  utilizing  current  health  delivery  systems;  i.e.,  other 
federal  facilities  or  community  health  services,  should  be  thoroughly  explored 
before  new  facilities  for  rural  vetrans  are  built. 

S.  1030,  Sexual  Trauma  Counseling 

Question  I.  I  am  pleased  that  all  of  the  veterans  service  organizations  that 
testified  at  the  hearing  support  S.  1030,  my  bill  to  extend  and  improve  VA's 
sexual  trauma  counseling  program,  especially  the  provisions  that  would  require 
VA  to  study  the  difficulties  veterans  face  in  obtaining  service  connection  for 
sexual  trauma. 

Question  I  A.  The  Committee  staff  has  heard  from  many  women  veterans 
about  such  difficulties  and  1  would  like  to  know  whether  your  service  officers 
or  members  have  heard  about  these  concerns. 

Response.  We  have  heard  that  women  veterans  are  having  such  difficulties 
in  obtaining  service  connection  for  sexual  trauma. 

Question  IB.  In  its  testimony.  The  American  Legion  recommends  that  the 
Committee  modify  these  provisions  so  as  to  replace  the  reporting  requirement 
in  the  draft  bill  with  a  requirement  for  a  report  that  would  be  due  3  years  after 
enactment  that  would  compare  the  difficulties  veterans  faced  during  the  2-year 
period  prior  to  enactment  to  veterans'  experiences  during  the  1-year  period 
following  enactment.  Would  your  organization  support  such  a  modification? 

Response.  We  would  not  agree  with  the  American  Legion  recommendation 
that  the  requirement  for  a  report  would  be  due  3  years  after  enactment.  We 
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believe  that  the  current  wording,  asking  for  a  report  by  June  30,  1994,  is  the 
correct  approach.  If  any  change  is  made,  it  should  be  a  requirement  for  annual 
reports  for  several  years. 

Question  IC.  The  American  Legion  also  recommends  a  modification  that 
would  require  VA  to  include  in  the  report  information  concerning  corrective 
actions  that  VA  has  taken  or  plans  to  take  to  correct  these  difficulties.  Would 
your  organization  support  such  a  modification? 

Response.  We  agree  with  The  American  Legion's  suggested  modification  to 
require  VA  to  include  in  the  report  information  concerning  the  corrective 
actions  that  VA  has  taken  regarding  that  issue. 

S.  1 141 ,  Hospice  Care  Services 

Question  I.  Dr.  Holsinger  testified  that  VA  hospice  care  services  have 
improved  dramatically  since  our  Committee's  1991  hearing  on  this  topic.  Based 
on  what  you  have  heard  from  your  members,  do  you  believe  his  assessment  is 
accurate? 

Response.  We  do  not  have  information  regarding  the  VA  claim  that  hospice 
care  services  have  improved  dramatically  in  the  last  year. 

Draft  Bill  on  Health  Care  Services  for  Women  Veterans 

Question  1.  As  you  know,  1  was  not  able  to  send  you  my  draft  bill  to 
expand  and  improve  VA  health  care  services  for  women  veterans  in  time  for 
you  to  submit  written  testimony  on  it.  Please  provide  any  written  comments 
your  organization  would  like  to  make  on  this  bill. 

Response.  The  American  Veterans  Committe  is  totally  in  favor  of  all 
provisions  of  this  draft  bill  which  includes  comprehensive  reproductive  and 
gynecological  services,  preventive  testing  as  well  as  management  of  infertility, 
management  and  prevention  of  sexually  transmitted  diseases,  as  well  as 
treatment  for  physical  or  psychological  conditions  arising  out  of  acts  of  sexual 
violence.  We  applaud  the  emphasis  on  health  research. 


WRITTEN  QUESTIONS  FROM  SENATOR  FRANK  H.  MURKOWSKI 
TO  THE  DEPARTMENT  OF  VETERANS  AFFAIRS  AND  THE  RE- 
SPONSES 

Question  1.  How  much  VA  patient  care  workload  has  been  generated  as  a 
consequence  of  the  sexual  trauma  legislation  (P.L.  102-585  passed  last  year? 
What  kind  of  increase  do  you  expect  in  the  next  few  years? 

Response.  There  has  not  been  a  large  number  of  women  veterans  presenting 
to  VA  for  sexual  trauma  counseling.  However,  some  cases  of  women  veterans 
presenting  at  Vet  Centers  with  psychological  difficulties  related  to  sexual 
trauma  came  to  the  attention  RCS  officials  early  in  1992.  In  November  1992, 
RCS  conducted  an  internal  survey  of  all  Vet  Centers  system-wide  finding  that 
26  percent  (or  159  out  of  620  cases)  of  all  women  veteran  active  cases  had 
reported  sexual  assault  in  the  military  as  a  presenting  problem. 

VA's  data  reporting  system  does  not  allow  for  identification  of  the  number 
of  women  veterans  treated  for  sexual  trauma  specifically.  We  can  identify  how 
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many  visits  are  being  made  by  women  veterans  to  our  specialized  outpatient 
Post-Traumatic  Stress  Disorder  (PTSD)  programs,  and  how  many  women  are 
discharged  with  a  primary  diagnosis  of  PTSD.  These  figures  include  those 
veterans  treated  for  sexual  trauma.  For  FY  1992,  there  were  612  visits  for  the 
PTSD  programs.  For  the  first  7  months  of  FY  1993,  there  have  already  been 
496  visits.  Based  on  this  data  and  previous  years  workloads,  it  is  projected  that 
between  855  and  1,224  visits  will  be  completed  by  the  close  of  FY  1993. 
Inpatient  data  shows  corresponding  increases.  In  FY  1990,  there  were  62 
discharges  for  women  veterans  with  PTSD  (67th  in  frequency  of  discharges); 
in  FY  1991,  there  were  79  discharges  (49th  in  frequency);  in  FY  1992  there 
were  180  discharges  (19th  in  frequency)  and  thus  far  in  FY  1993,  there  have 
been  122  discharges  (13th  most  frequent  diagnosis).  Based  on  data  from  FY 
1990  to  the  present,  we  expect  a  doubling  of  workload  each  year  for  the  next 
several  years  at  least. 

Question  2.  If  Congress  passes  the  draft  women  veterans  health  care  bill, 
how  would  VA  provide  services  associated  with  pregnancy?  At  what  point  after 
the  birth  of  the  child  would  VA's  responsibility  for  that  child's  care  cease? 

Response.  Without  major  eligibility  reform,  it  is  unlikely  that  VA  facilities 
will  ever  be  equipped  with  newborn  nurseries,  so  that  the  delivery  would  not 
take  place  in  a  VA  medical  center.  Therefore,  there  would  be  two  basic 
options.  The  first  would  be  to  contract  out  the  entire  pregnancy  care  including 
prenatal,  delivery  and  postpartum  care.  The  other  option  would  be  for  the 
prenatal  and  postpartum  care  to  be  provided  in  VAMCs  or  clinics  having  OB- 
GYN  specialists  or  licensed  nurse-midwives,  with  the  actual  delivery  contracted 
for  in  a  local  hospital  or,  less  traditionally,  a  childbirth  center.  In  the  non-VA 
sector,  the  care  provided  for  a  normal  or  routine  pregnancy  generally  includes 
diagnosis,  regular  physician's  visits  prior  to  the  onset  or  induction  of  labor, 
hospitalization  of  the  mother  during  labor  and  delivery  and  for  a  brief  period 
thereafter  during  which  the  infant  resides  in  the  newborn  nursery,  and  a  six 
week  postpartum  visit.  Complications  can  occur  during  any  phase  of  the 
pregnancy  which  might  require  hospitalization  of  the  mother  or  other 
intervention.  It  is  assumed  that  the  VA's  responsibility  for  the  care  of  the  child 
would  cease  when  the  infant  left  the  newborn  nursery  at  the  time  the  mother 
was  discharged  from  the  hospital  or  childbirth  center.  However,  complications 
affecting  the  child  or  children  when  multiple  births  are  involved,  including 
prematurity  and  birth  defects,  may  necessitate  a  lengthy  stay  in  the  nursery  or 
neonatal  intensive  care  unit.  It  is  unclear  from  the  proposed  legislation,  who 
would  have  responsibility  for  the  medical  care  needs  of  the  infant  due  to 
problems  in  the  perinatal  period. 

Question  3.  Chairman  Rockefeller's  women's  health  bill  would  create  a 
number  of  new  programs,  including  "reproductive  health  services."  If  the  bill 
were  to  include  abortion  as  one  of  the  services  defined  under  these  so-called 
reproductive  health  services,  would  the  Administration  support  or  oppose  the 
bill,  and  why?  Should  Congress  fail  to  define  the  term  "reproductive  health," 
would  the  VA  or  the  Administration  define  it  to  include  or  exclude  abortion, 
and  why? 

Response.  The  Administration  will  work  with  the  Congress  to  ensure  that  the 
subject  legislation,  if  enacted,  will  be  properly  implemented. 

Question  4.  Last  year.  Acting  Secretary  Tony  Principi  ordered  hospice  units 
in  all  VA  medical  centers.  How  arc  you  implementing  that  policy  decision? 
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Response.  The  VA  medical  center  designates  a  hospice  consultation  team 
consisting,  at  a  minimum  of,  a  physician,  nurse,  social  worker,  and  chaplain. 
The  role  of  the  team  will  be  to  consult  with  the  patient's  primary  care  team  on 
pain  management  and  other  care  issues.  The  team  recommends  policies  and 
procedures  to  hospital  management;  assumes  a  leadership  role  in  promoting  the 
hospice  concepts  of  care;  and  conducts  educational  programs  for  the  VA 
medical  center  and  community  staff  It  will  be  expected  to  maintain  expertise 
in  the  clinical  care  of  the  terminal  patient  and  in  the  ethical  issues  involved  in 
the  care  of  the  dying  patient.  The  hospice  team  may  maintain  current 
information  about  the  Medicare/Medicaid  programs,  the  requirements  of  the 
Joint  Commission  on  Accreditation  of  Healthcare  Organizations,  and  the 
activities  of  local  community  hospice  programs.  As  part  of  the  Veterans  Health 
Administration's  strategic  plan,  all  medical  centers  have  established  a  hospice 
consultation  team. 

Question  5.  Senator  Conrad  has  introduced  S.  452  to  increase  VA's  ability 
to  provide  rural  health  care  to  veterans.  As  you  are  aware,  this  legislation 
represents  a  compromise  package  that  the  Senate  passed  last  session.  Has  VA 
conducted  any  studies  regarding  this  bill  on  its  impact  on  outpatient  workloads 
and  costs  of  health  care  delivery  in  rural  areas? 

Response.  The  VA  has  not  conducted  any  studies  on  the  impact  of  S.  452. 

Question  6.  In  VA's  opinion,  should  we  authorize  additional  mobile  clinics 
before  we  have  received  VA's  report? 

Response.  Previous  experience  with  mobile  clinics  in  VHA  has  revealed  that 
there  are  problems  associated  with  reliability,  durability,  and  cost  of  these  units 
as  well  as  scope  of  services  and  cost  effectiveness  of  care  delivered.  Therefore, 
it  is  important  that  we  evaluate  the  current  pilot  program  before  considering 
new  mobile  clinic  sites.  In  the  meantime,  satellite,  community-based,  and 
outreach  clinics  provide  care  to  veterans  in  areas  of  the  country  remote  fi'om 
VA  medical  centers. 

Question  7.  You  indicated  in  your  testimony  that  the  proposal  put  forth  in 
S.  852  to  provide  per  diem  payments  to  state  veterans  homes  for  ADHC  might 
not  be  a  cost-effective  use  of  VA  resources,  while  you  heartily  endorse  VA's 
ADHC  program.  You  also  suggested  that  a  cost-effectiveness  study  should  be 
completed  before  further  action  is  taken  on  this  bill.  When  would  VA  be  able 
to  furnish  the  Committee  with  such  a  study?  On  what  do  you  base  your 
comments  about  the  cost-effectiveness  of  this  program? 

Response.  VA  would  be  able  to  furnish  the  Committee  the  results  of  such 
a  study  within  a  1 -month  period.  The  comments  on  cost-effectiveness  are  based 
upon  a  1986  randomized  controlled  trial  of  VA  Adult  Day  Health  Care.  The 
research  study  developed  a  cost  model  for  Adult  Day  Health  Care  which  can 
assist  managers  in  predicting  and  controlling  the  cost  of  Adult  Day  Health  Care 
Cost  and  thus  its  cost  effectiveness.  The  study  scientifically  demonstrated  that 
Adult  Day  Health  Care  did  not  serve  as  a  substitute  for  nursing  home  care  for 
the  total  group  of  patients  enrolled.  These  findings  were  not  unexpected,  but 
the  study  is  instructive  in  identifying  certain  subgroups  for  whom  Adult  Day 
Health  Care  may  be  cost  effective  or  cost  neutral.  The  study  further  identified 
several  subgroups  for  whom  health  status  may  be  improved. 

While  the  study  does  not  provide  an  endorsement  of  Adult  Day  Health  Care 
as  a  substitute  for  nursing  home  care,  VA  believes  that  Adult  Day  Health  Care 
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does  have  a  place  in  the  extended  continuum  of  care.  It  can  provide  respite  to 
family  care  providers,  short-term  continuity  of  care  to  veterans  who  are 
"between"  other  extended  care  services,  and  more  cost-effective  care  for  certain 
veterans.  It  can  do  so  at  reduced  costs  by  utilizing  the  study  information  and 
results  to  establish  programmatic  criteria  for  patient  selection.  Adult  Day 
Health  Care  has  a  defined  clinical  role  in  the  continuum  of  health  care  services 
and  Adult  Day  Health  Care  services  must  be  targeted  to  the  types  of  patients 
who  will  be  most  likely  to  benefit. 

Question  8.  Senator  Mikulski  has  proposed  a  new  health  professional  loan 
forgiveness  program.  Her  proposal  has  some  similarity  to  the  VA's  existing 
health  scholarship  program,  authorized  under  current  law.  Please  provide  a 
"side-by-side"  analysis  of  Senator  Mikulski's  proposal,  comparing  and 
contrasting  it  with  your  existing  health  scholarship  program. 

Response.  A  "side-by-side"  comparison  of  the  VA  Health  Professional 
Scholarship  Program  and  Loan  Repayment  Program  proposed  by  Senator 
Mikulski  is  summarized  in  the  following  table. 


COMPARISON  OF  HEALTH  PROFESSIONAL  SCHOLARSHIP  PROGRAM  WITH 
THE  PROPOSED  LOAN  REPAYMENT  PROGRAM 

Scholarship  Program 

Loan  Repayment 

Goal 

Recruitment  and  retention  for 
VA  and  Nation 

Recruitment  and  retention  for 
VA 

Targeted  Group 

Students  in  last  1  or  2  years 
of  education 

Already  licensed  professionals 

Criteria  for  Selection 

National  shortage  profession- 
als (nurses,  OTs,  PTs,  nurse 
anesthetists) 

Specialty  areas  needed  by 
VA 

Leadership 

Goals  compatible  with  VA 

Health  professionals  needed 
by  local  VAMCs 

Licensure 

Employability 

Interest  in  VA  health  care 

Service  Obligation 

Two  years  for  1  or  2  year 
award 

No  prospective  service  obliga- 
tion. Loan  payment  made  as 
work  is  completed  annually. 

Placement 

Wherever  needed  across 
U.S. 

Employed  locally 

Default  Potential 

3%  or  less 

None 

Cost  per  Award/ 
Payment 

$12,000/yr  (average) 
Maximum  of  2  yrs 

$4,000/yr 
Maximum  of  3  yrs 

Recruitment  Potential 

Health  professionals  requiring 
higher  education  which  is  of 
moderate  to  high  cost:  OTs, 
PTs;  Bacc,  Masters  prepared 
nurses 

Health  professionals  in  asso- 
ciate degree  programs  which 
are  less  costly:  Medical  tech- 
nicians, Radiol,  technicians, 
Resp.  Therapists,  OT  and  PT 
Assistants 

In  summary,  the  two  programs  differ  in  the  types  of  health  professionals 
they  arc  likely  to  attract  to  VA,  and,  therefore,  would  be  particularly  valuable 
as  two  recruitment  and  retention  tools  that  complement  each  other.  VA,  as  well 
as  the  Nation,  presently  has  a  critical  need  for  occupational  therapists,  physical 
therapists  and  advanced  practice  nurses,  such  as  clinical  specialists  and  nurse 
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practitioners  in  mental  health,  geriatrics  and  medical/surgical  care.  There  is  also 
a  shortage  of  ancillary  support  professionals,  e.g.,  respiratory  therapists, 
radiology  technicians,  and  medical  technicians. 

in  addition  to  the  present  need,  these  health  care  professionals  are  projected 
to  be  in  great  demand  in  the  health  care  system  by  the  year  2005  and  beyond, 
as  the  Nation  moves  toward  managed  care  and  focuses  on  reducing  the  costs 
of  health  care  services. 

Question  9.  How  many  veterans  were  treated  in  FY  1992  under  the  authority 
of  38  use  1710(a)(  I)(G)  for  Agent  Orange  and  ionizing  radiation  conditions? 
For  what  conditions  or  diseases  were  they  treated?  What  was  the  estimated 
cost? 

Response.  During  FY  1992,  VA  records  indicate  that  the  following  number 
of  veterans  were  treated  on  an  outpatient  and/or  inpatient  basis  at  VA  health 
care  facilities  for  conditions  which  they  attribute  to  exposure  to  Agent  Orange 
and/or  ionizing  radiation: 


Agent  Orange 

#  of  Veterans 

Estimated  Cost 

O.P. 

152.000 

$23.3  million 

I.P. 

22,000 

$174.1  million 

Ionizing  Radiation 

#  of  Veterans 

Estimated  Cost 

O.P. 

20,300 

$3.1  million 

I.P. 

1,600 

$12.7  million 

Vietnam  veterans  and  veterans  exposed  to  the  effects  of  low  level  ionizing 
radiation  were  treated  for  a  diverse  range  of  health  conditions.  For  Vietnam 
veterans,  the  five  top  diagnoses  identified  for  that  population  included  the 
following.  Post  Traumatic  Stress  Disorders;  alcohol  dependence;  cocaine 
dependence;  schizophrenia  and  unspecified  chest  pains.  For  veterans  exposed 
to  the  effects  of  low  level  ionizing  radiation,  the  top  five  conditions  were: 
intermediate  coronary  syndrome,  congestive  heart  failure,  atherosclerosis, 
chronic  airway  obstructions,  and  alcohol  dependence. 
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